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FOREWORD  I 


The  American  Foundation  for  the  Blind  takes  pleasure  in  joining 
with  The  Seeing  Eye,  Inc.  in  the  publication  of  this  study.  It  is  equally 
a  pleasure  for  us  to  be  associated  with  the  Research  Center  of  the  New 
York  School  of  Social  Work,  Columbia  University,  under  whose  aus¬ 
pices  the  project  was  carried  out. 

The  findings  and  conclusions  of  this  report  are  based  on  answers 
to  a  questionnaire  sent  by  the  research  team  to  a  selected  group  of 
members  of  the  American  Academy  of  Ophthalmology  and  Otolar¬ 
yngology.  They  give  an  interesting  picture  of  opinions  and  practice 
of  ophthalmologists  and  of  their  possible  role  in  the  future  adjust¬ 
ment  of  blind  persons.  The  study  forms  a  part  of  a  larger  one  en¬ 
titled  “Travel  in  the  Rehabilitation  of  Blind  Persons.”  It  is  contem¬ 
plated  that  reports  of  other  portions  will  be  published  under  ap¬ 
propriate  auspices  in  coming  months. 

In  conclusion,  we  wish  to  express  our  deep  appreciation  to  Profes¬ 
sor  Samuel  Finestone,  project  director  and  Dr.  Sonia  Gold,  research 
associate,  who  so  ably  prepared  this  report. 

M.  Robert  Barnett 
Executive  Director 
American  Foundation 
for  the  Blind 


FOREWORD  II 


Along  with  other  agencies  serving  blind  persons,  The  Seeing  Eye 
many  years  ago  recognized  the  crucial  relationship  existing  between 
the  opthalmologist  and  the  newly  blinded  patient.  This  relationship 
received,  in  more  recent  years,  the  attention  of  the  eminent  psychia¬ 
trist,  the  late  Dr.  Louis  Cholden.  It  has  remained,  however,  for  social 
research  to  assemble  and  analyze  pertinent  data  relating  “to  certain 
elements  of  practice  that  have  a  potential  bearing  on  the  positive  or 
negative  influences”  exercised  by  ophthalmologists  in  behalf  of  pa¬ 
tients  faced  with  the  rehabilitative  challenge. 

The  Role  of  the  Ophthalmologist  in  the  Rehabilitation  of  Blind 
Patients  is,  therefore,  the  product  of  social  research.  It  contains  much 
to  interest  not  only  the  medical  profession,  but  the  rehabilitation 
agencies  as  well.  The  doctors  do  not  hesitate  to  admit  their  limitations 
and  their  need  for  assistance.  Those  of  us  in  the  agencies  must  be 
equally  prompt,  in  the  light  of  data  presented,  to  review  our  own 
procedures  and  to  take  remedial  action  wherever  needed. 

It  will  be  noted  elsewhere  in  this  report  that  it  is  a  subsidiary 
phase  of  a  larger  study  exclusively  initiated  and  underwritten  by  The 
Seeing  Eye,  Inc.  This  has  been  made  possible  by  a  generous  grant 
from  the  Estate  of  Alfred  H.  Caspary,  the  counsel  of  Dr.  Donald 
Young  of  the  Russell  Sage  Foundation,  the  research  skills  of  the  New 
York  School  of  Social  Work  and  the  invaluable  cooperation  of  many 
respondents  and  associates  in  the  field. 

In  submitting  this  portion  of  the  larger  study  to  the  American 
Foundation  for  the  Blind  for  joint  publication,  The  Seeing  Eye  ex¬ 
presses  its  belief  in  the  ideal  that  doctors,  agencies,  counselors  and  all 
dedicated  to  progress  in  rehabilitation  of  blind  people  are  working  in 
a  common  cause.  We  consider  it  a  privilege  to  be  able  to  avail  our¬ 
selves  of  the  experience  of  the  American  Foundation  for  the  Blind 
in  preparing  and  distributing  such  reports  as  this.  We  are  grateful  to 
the  Foundation  for  that  privilege,  as  well  as  for  its  unstinting  aid  to 
the  New  York  School  of  Social  Work  in  assemblying  the  basic  data 

herein  presented.  ^  TXr  T 

r  George  Werntz,  Jr. 

Executive  Vice  President 

The  Seeing  Eye,  Inc, 
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INTRODUCTION 


Basic  Purposes 

The  central  interest  of  this  study  is  an  investigation  of  one  of  the 
potentially  important  sources  of  influence  upon  the  rehabilitation  of 
blind  persons.  The  ophthalmologist,  as  a  significant  figure  in  the 
life  of  his  patients,  is  assumed  to  provide  such  a  source.  The  way  in 
which  a  patient  understands  and  reacts  to  his  blindness,  and  the  ef¬ 
forts  he  makes  or  does  not  make  to  utilize  rehabilitative  services  in 
the  community  reflect  a  number  of  factors,  among  them  the  relation¬ 
ship  with  his  ophthalmologist.  Consequently,  it  becomes  important  to 
describe  and  evaluate  selected  practices  carried  on  and  concepts  held 
by  ophthalmologists  from  the  point  of  view  of  their  rehabilitative 
consequences  for  newly  blinded  persons. 

The  current  study  is  one  aspect  of  a  more  comprehensive  research 
undertaking,  entitled  “Travel  in  the  Rehabilitation  of  Blind  Persons.” 
Conducted  by  the  Research  Center  of  the  New  York  School  of  Social 
Work,  Columbia  University,  the  larger  study  is  addressed  to  the 
nature  of  the  travel  adjustment  of  blind  persons,  the  influences  upon 
such  adjustment,  the  relation  between  travel  adjustment  and  total 
adjustment,  and  the  dog  guide  mode  of  travel.  Thus  the  study  of 
aspects  of  the  ophthalmologist’s  role  constitutes  one  of  the  sources  of 
influence  being  investigated.  Another  source  being  reported  upon 
separately  is  the  role  of  those  who  work  in  social  agencies  and  schools 
with  programs  of  service  for  blind  persons. 

The  emphasis  upon  rehabilitation  implies  certain  values,  which 
should  be  made  explicit.  It  is  held,  first  of  all,  that  goals  of  independ¬ 
ent  social  functioning  and  psychological  well-being  apply  to  blind 
persons  as  they  do  to  sighted  persons.  Thus  rehabilitation  toward 
maximum  activity  consistent  with  general  physical  and  visual  status 
constitutes  an  objective  of  service  for  blind  persons.  More  specifically, 
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the  performance  of  useful  social  roles  by  blind  adults  is  favored.  Such 
roles  include  those  related  to  gainful  employment,  family  responsibil¬ 
ity  and  more  general  community  activity.  This  point  of  view  is  in 
contrast  with  a  definition  of  the  appropriate  role  of  blind  persons  as 
wards  of  the  community,  to  be  protected  and  supported  without  ex¬ 
pectation  of  social  contribution.  The  related  goal  of  psychological 
well-being  is  based  in  part  on  the  assumption  that  blindness  does  not 
necessarily  lead  to  chronic  unhappiness  or  psychopathology. 

The  two  areas  of  social  functioning  directly  impaired  by  visual 
loss  are  travel  and  visual  communication,  both  essential  to  the  per¬ 
formance  of  useful  social  roles.  It  follows  that  a  variety  of  educa¬ 
tional,  training  and  social  casework  services  are  necessary  for  the 
achievement  of  rehabilitative  goals,  and  that  positive  influence  should 
be  directed  toward  the  utilization  of  such  services  by  blind  persons. 

The  impact  of  blindness,  arising  both  from  the  individual  and 
societal  reactions  to  it,  may  pose  problems  of  a  psychological  nature, 
such  as  are  manifested  in  immediate  shock  reaction,  or  lowered  self¬ 
esteem  on  the  part  of  the  blind  persons.  These  possible  problems  point 
to  the  value  of  awareness  of  their  nature  on  the  part  of  those  who 
come  into  significant  contact  with  blind  persons.  Programs  of  in¬ 
dividualized  services  of  a  psychological  and  casework  nature  are 
called  for,  as  well  as  positive  influence  toward  their  utilization,  when 
indicated. 

Other  implications  are  suggested  by  consideration  of  blindness 
from  the  point  of  view  of  sociology  and  social  psychology.  For  ex¬ 
ample,  a  number  of  analyses  have  identified  a  prevalent  belief  that 
blind  persons  are  alike  in  most  respects.  That  is,  social  stereotypes  of 
“the  blind”  prevail.  Blind  persons  are  held  to  share  characteristics  of 
despair,  dependency  and  inferiority  in  many  ways  beyond  sheer  vis¬ 
ual  defect.  They  are  not  expected  to  achieve  useful  social  roles  and 
make  a  social  contribution ;  rather  they  are  to  be  protected  and  sup¬ 
ported.  Their  integration  into  the  sighted  world  is  not  encouraged; 
rather,  separation  from  sighted  persons  is  the  basis  of  service  given 
and  activity  encouraged.  Those  who  make  this  analysis  consider  that 
the  attitudes  described  constitute  in  themselves  a  major  handicap  of 
blindness,  if  not  the  major  handicap.1 


1  See,  among  others: 
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Now  the  question  is  posed  whether  the  activity  of  ophthalmolo¬ 
gists  supports  this  social  stereotype  of  blind  persons  or  breaks  away 
from  it.  Put  in  more  concrete  terms,  do  ophthalmologists  convey  by 
omission  and  commission  that  blindness  is  a  devastating  condition 
which  leaves  little  possibility  for  a  happy  useful  life,  or  do  they  ac¬ 
tively  intervene,  possibly  utilizing  the  services  of  others,  in  assisting 
the  patient  to  make  the  necessary  personal  and  social  reorganization  ? 
In  this  sense,  what  the  ophthalmologist  does  not  do  is  as  crucial  as 
what  he  does  do,  for  without  his  intercession  the  patient  is  left  to  the 
traditional  normative  pressures  toward  what  is  socially  held  to  con¬ 
stitute  blindness. 

The  Ophthalmologist  and  Rehabilitation : 

A  Survey  of  the  Literature 

In  general,  the  only  systematic  discussion  of  the  role  of  the  oph¬ 
thalmologist  in  relation  to  the  social  and  emotional  adjustment  of 
his  patients  is  made  by  Cholden.* 2  The  discussion  is  a  product  of  ex¬ 
perience  as  a  psychiatric  consultant  to  a  state  rehabilitation  center  for 
blind  persons. 

Some  of  the  points  most  relevant  to  the  current  study  are  made  in 
a  paper  entitled  “Psychiatric  Aspects  of  Informing  the  Patient  of 
Blindness.”3  The  final  paragraph  sums  up  Cholden’s  philosophy  of 
the  salient  role  the  ophthalmologist  can  play  in  the  lives  of  his 
patients.4 

In  conclusion,  I  feel  the  ophthalmologist  has  the  first  opportunity  to  help 
the  patient  rebuild  his  life.  He  must  do  it  with  courage,  conviction  and 
simplicity.  This  task  is  a  test  of  the  ‘healer’  in  the  doctor,  a  healer  despite 
his  failure  to  maintain  vision.  He  can  initiate  the  healing  process  in  the 
patient’s  deep  psychologic  wound.  For  the  trauma  of  blindness  must  heal 
in  stages,  just  as  any  other  wound  heals.  If  there  is  a  defect  in  any  of  the 

Thomas  D.  Cutsforth  The  Blind  in  School  and  Society,  New  York:  American  Foun¬ 
dation  for  the  Blind,  1951. 

Alan  Gowman  The  War  Blind  in  American  Social  Structure,  New  York:  Ameri¬ 
can  Foundation  for  the  Blind,  1957. 

Joseph  H.  Himes  “Some  Concepts  of  Blindness  in  American  Culture,”  Social  Case¬ 
work  XXXI,  No.  10  (December,  1950)  pp.  410-416. 

2  Louis  S.  Cholden,  M.D.,  A  Psychiatrist  Wor\s  with  Blindness,  New  York: 
American  Foundation  for  the  Blind,  1958. 

3  Ibid,  pp.  17-29. 

4  Ibid,  p.  29. 
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stages,  we  will  find  poor  recovery  and  breakdown.  Thus,  the  doctor,  even 
in  informing  his  patient  of  blindness,  makes  the  first,  and  possibly  the  most 
important  step  in  the  healing  process. 

It  may  be  useful  to  outline  some  of  the  concepts  and  principles  in 
relation  to  informing  the  patient  of  blindness,  as  presented  by  Chol- 
den,  even  though  they  are  best  read  in  the  context  of  the  original 
article: 

(1)  The  patient  needs  to  know  he  is  blind  before  he  can  begin  to 
accept  his  condition  and  undertake  ready  adjustment  and 
rehabilitation.  Hope  for  recovery  is  a  major  deterrent  to  ad¬ 
justment  to  blindness. 

(2)  The  ophthalmologist’s  attitudes  to  blindness  are  sensed  and 
reacted  to  by  his  patients. 

(3)  An  initial  period  of  shock,  followed  by  a  period  of  depres¬ 
sion  may  be  expected.  Such  a  period  of  depression,  which 
represents  a  period  of  mourning  for  the  lost  vision,  seems  to 
be  a  necessary  stage  in  the  acceptance  of  blindness  and  in  re¬ 
adjustment. 

(4)  The  doctor  should  inform  his  patient  “clearly  and  irrevo¬ 
cably”  of  the  fact  of  blindness  and  its  cause.  Hope  should  be 
encouraged,  not  unrealistically  for  recovery  of  vision,  but  for 
a  useful  and  happy  life,  though  blind. 

(5)  The  period  of  shock  and  depression  should  be  accompanied 
by  alert  interest  on  the  part  of  the  doctor.  Calm  kindness, 
rather  than  overwhelming  sympathy,  should  be  encouraged 
on  the  part  of  those  who  come  into  contact  with  the  patient. 
Medication  may  be  used  to  counteract  the  depressive  mood. 
The  patient  should  be  assigned  judiciously  chosen  tasks. 

(6)  Where  there  is  a  slight  possibility  of  improvement  by  sur¬ 
gery  in  the  future,  as  in  some  situations  of  detached  retina, 
it  is  recommended  that  doctors  acquaint  the  patient  with  the 
fact  of  blindness,  encourage  him  to  live  as  a  blind  person, 
and  make  an  appointment  some  time  later  for  re-examina¬ 
tion.  In  other  words,  it  is  considered  kinder  not  to  hold  out 
hope  when  only  a  very  slight  chance  exists  for  improvement. 
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(7)  Where  blindness  has  not  yet  occurred,  but  is  expected  to,  it  is 
recommended  that  the  patient  be  informed  of  the  possibility 
of  blindness,  then  a  period  of  time  allowed  for  the  patient  to 
adjust  to  the  possibility.  Blindness  should  then  be  discussed 
as  a  probability,  and  after  another  period,  as  a  certainty.  In 
this  way,  a  patient  may  begin  his  readjustment  to  blindness 
even  before  he  is  blind. 

(8)  Where  facial  disfigurement  is  expected  or  present,  the  doctor 
should  discuss  this  directly,  with  consideration  of  possible  al¬ 
leviation  of  the  condition  by  one  means  or  another. 

(9)  A  newly  blinded  person  should  be  helped  to  become  ac¬ 
quainted  with  what  other  blind  persons  are  able  to  do. 

Others  have  commented  critically  on  the  negative  consequences 
for  rehabilitation  which  certain  practices  by  ophthalmologists  tend  to 
produce.  The  principles  which  are  implied  are  consistent  with  those 
explicated  by  Cholden.  Thus  a  doctor  writes,5 

The  ophthalmologist  who  finds  he  cannot  bring  himself  to  tell  his 
patients  that  they  are  and  will  remain  blind  is  too  often  forestalling  a  feel¬ 
ing  of  despair  and  impotence  in  himself  when  he  hesitates  ‘to  clarify  his 
patient’s  visual  status.’  By  doing  so,  he  fails  to  help  the  patient  accept  his 
illness  and  learn  to  live  with  it.  Thousands  of  physicians  maintain  a  state 
of  chronicity  in  innumerable  patients  for  reasons  similar  to  those  men¬ 
tioned. 

In  a  survey  of  rehabilitation  concepts  and  practices,  a  social  worker 
writes6 

Another  problem  is  refusal  on  the  part  of  the  doctor  to  bring  to  the 
client  an  understanding  of  his  blindness  and  the  need  to  rearrange  his  life 
around  the  existence  of  this  handicap.  The  latter  is  a  particularly  impor¬ 
tant  area,  because  before  an  agency  can  effectively  work  with  a  patient,  the 
physician  needs  to  clarify  the  medical  situation  with  the  patient  so  that  he 
may  be  psychologically  ready  for  service. 


5  William  Rotterman,  M.D.,  “The  General  Practitioner,  a  One  Man  Team,” 
Medical  and  Psychological  Teamwor\  with  the  Care  of  the  Chronically  111.  Ed.  Molly 
R.  Harrower,  Springfield,  Illinois,  Charles  C  Thomas,  1955. 

6  Lei  a  London,  Present  Concepts  and  Problems  of  Rehabilitation,  New  York: 
Fordham  University  Press,  1956,  p.  58. 


5 


A  writer  who  suddenly  became  blind  has  expressed  himself  as 
follows  on  the  subject  of  the  timing  of  information  to  the  patient.7 

There  is  only  one  possible  rule  in  a  case  where  a  man  must  make  ad¬ 
justment  to  a  new  condition  of  living:  he  has  to  know  the  truth,  and  the 
whole  truth  and  he  must  get  it  all  at  once.  To  withhold  any  of  it  from  him, 
or  to  make  mere  guesses  as  to  his  emotional  capacity  to  absorb  truth  is  to 
risk  the  entire  structure  of  his  adjustment. 

Intensive  interviews  with  twenty-one  blind  users  of  dog  guides8 
indicated  considerable  feeling  among  blind  persons  that  their  oph¬ 
thalmologists  had  left  them  to  find  their  own  solutions  to  problems  of 
adjustment  with  blindness.  Fairly  common  were  the  opinions  that  if 
the  ophthalmologist  had  mentioned  the  possibility  of  dog  guide  or 
other  services,  that  a  quicker  and  less  painful  adjustment  would  have 
been  made. 

This  brief  review  indicates,  at  any  rate,  that  the  ophthalmologist’s 
role  in  the  future  adjustment  of  his  blind  patients  is  important.  Prin¬ 
ciples  have  been  set  down  either  explicitly  or  implicitly  in  these  se¬ 
lections.  However,  the  question  of  whether  there  existed  any  pro¬ 
fessional  consensus  among  ophthalmologists  as  to  these  principles 
and  others,  remained  unanswered.  It  was,  therefore,  deemed  impor¬ 
tant  to  ascertain  whether  there  was  such  a  consensus. 

The  Ophthalmologist’s  Role  in  Rehabilitation : 

A  Professional  Consensus 

In  order  to  go  beyond  the  available  literature  and  anecdotal  evi¬ 
dence,  a  questionnaire  survey  was  conducted  of  a  small  group  of  oph¬ 
thalmologists  defined  as  particularly  interested  and  expert  in  the  re¬ 
habilitative  aspects  of  ophthalmological  practice.  The  objective  was 
to  ascertain  whether  there  was  fairly  consistent  agreement  on  a  core 
of  rehabilitative  concepts  and  principles. 

The  essential  task  of  compiling  a  list  of  twenty-five  ophthalmolo¬ 
gists  known  to  be  rehabilitation-oriented  was  completed  through  the 
invaluable  assistance  of  the  American  Foundation  for  the  Blind, 

7  Hector  Chevigny,  My  Eyes  Have  a  Cold  Nose,  New  Haven:  Yale  University 
Press,  1950,  p.  36. 

8  Sherman  Barr,  “The  Use  of  the  Guide  Dog  as  Reported  by  Twenty-one  Campers 
at  Vacation  Camp  for  the  Blind,”  June  1958  (Unpublished  Master’s  Thesis,  New 
York  School  of  Social  Work,  Columbia  University). 
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particularly  Miss  Kathern  Gruber,  the  director  of  the  Division  of 
Research  and  Specialist  Services.  The  group  was  characterized  by 
leadership  positions  and  broad  experience  in  rehabilitative  programs. 

A  questionnaire  was  developed  through  consultation  with  leader¬ 
ship  service  personnel,  research  workers,  and  ophthalmologists.  Pro¬ 
vision  was  made  for  both  specific  responses,  and  for  general  com¬ 
ments.  Eighteen  of  the  original  list  of  twenty-five  responded  to  the 
questionnaire. 

The  most  general  finding  was  that  there  were  two  broad  patterns 
which  emerged  among  the  group  of  eighteen  ophthalmologists  se¬ 
lected  for  their  awareness  of  rehabilitative  needs  of  blind  persons. 
One  pattern  characterized  a  majority  group  of  thirteen  who  were 
more  active  in  referring  patients  for  social-rehabilitative  services.  A 
contrasting  pattern  was  seen  for  a  less  active  referral  group  of  five. 
The  consistency  of  differences  between  the  two  groups  was  marked. 
Of  twenty  comparisons,  seventeen  showed  distinct  differences  be¬ 
tween  the  two  groups. 

By  way  of  summary,  the  characteristics  of  the  majority  group 
may  be  listed  as  a  profile.  This  profile  of  interrelated  characteristics 
may  be  said  to  constitute  a  set  of  standards  for  rehabilitation-oriented 
ophthalmological  practice.  The  soundness  of  the  standards  rests  upon 
professional  consensus,  rather  than  experimentally  arrived  at  validity. 

(1)  A  broad  concept  of  the  role  of  ophthalmologists  is  held,  one 
going  beyond  more  specifically  medical  concerns.  Positive 
attention  to  the  long  range  social  and  psychological  adjust¬ 
ment  of  blind  persons  is  held  to  be  an  ophthalmological  con¬ 
cern. 

(2)  The  ophthalmologist  has  awareness  and  concern  for  such 
problems  accompanying  blindness  as  economic  need,  im¬ 
paired  travel  ability,  psychological  difficulties  in  adjusting  to 
blindness  and  difficulties  in  relating  to  people. 

(3)  Information  to  patients  as  to  the  condition  of  blindness  should 
be  given  early,  so  that  rehabilitative  measures  may  be  begun 
as  soon  as  possible.  The  manner  of  informing  patients  should 
take  individual  characteristics  and  situations  in  mind. 

(4)  Hope  for  recovery  should  not  be  left  when  the  condition  of 
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blindness  is  clear  and  irreversible,  on  the  ground  of  inter¬ 
ference  with  readjustment  and  rehabilitation. 

(5)  The  ophthalmologist  has  the  major  responsibility  for  inform¬ 
ing  the  patient,  though  he  may  also  enlist  others  as  well  as 
himself  in  informing  the  patient. 

(6)  Expectations  for  the  social  role  of  blind  patients  should  be 
similar  to  those  applicable  to  sighted  persons,  with  opti¬ 
mism  as  to  the  possibility  for  reasonably  happy  and  useful  liv¬ 
ing.  Specifically,  economic  self-support,  emotional  independ¬ 
ence,  satisfactions  in  work  and  in  relations  with  others  are 
held  to  constitute  elements  of  satisfactory  adjustment  of  blind 
persons,  as  they  are  for  sighted  persons. 

(7)  Active  referral  of  patients  for  social  rehabilitation  services  of 
various  kinds,  including  travel  training,  is  favored.  Guidance, 
referral  and  continued  interest  in  the  adjustment  of  blind 
patients  are  considered  to  be  important  accompaniments  of 
practice  in  informing  patients  of  blindness. 

This  set  of  concepts,  attitudes  and  practices  may  be  used  as  a  basis 
of  evaluation  of  the  practice  of  a  wider,  more  representative  group  of 
ophthalmologists. 


The  Questions  of  the  Study 

In  order  to  describe  and  evaluate  aspects  of  the  ophthalmologist’s 
role  related  to  rehabilitative  potentialities,  three  broad  groups  of 
questions  were  asked.  (See  Appendix  for  copy  of  questionnaire  ad¬ 
dressed  to  ophthalmologists.) 

The  first  group  of  questions  arise  out  of  the  ophthalmologist’s 
role  in  informing  the  patient  of  blindness.  It  may  be  readily  seen 
that  a  crucial  aspect  of  the  ophthalmologist-patient  role  is  involved. 
Specifically,  the  ophthalmologist’s  opinions  are  sought  as  to: 

(1)  The  scope  of  his  responsibility  in  connection  with  the  social 
and  emotional  aspects  of  blindness. 

(2)  The  timing  of  information  to  the  patient  concerning  a  medi¬ 
cally  established  condition  of  blindness. 
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(3)  The  handling  of  hope  for  improvement  where  an  irreversible 
condition  of  blindness  has  been  found. 

(4)  The  appropriate  source  of  responsibility  in  informing  patients 
of  a  condition  of  blindness. 

In  connection  with  these  questions,  the  type  of  practice  (private, 
hospital,  consultant,  etc.)  is  also  asked. 

The  logic  involved  in  the  selection  of  these  questions  has  been 
suggested  in  a  general  review  of  pertinent  literature  and  will  be 
elaborated  further  in  the  presentation  of  the  findings. 

The  second  group  of  questions  is  addressed  to  the  ophthalmolo¬ 
gist’s  opinions  and  attitudes  concerning  aspects  of  rehabilitation  for 
blind  persons : 

(1)  Appropriate  modes  of  travel  for  blind  persons. 

(2)  Relative  prevalence  of  certain  social-emotional  problems. 

(3)  Definition  of  what  constitutes  “satisfactory  adjustment”  for 
blind  persons. 

(4)  Rating  of  chances  for  blind  persons  to  achieve  fairly  happy, 
useful  lives. 

(5)  Relative  expectations  of  blind  and  sighted  persons  so  far  as 
contributing  to  society  is  concerned. 

The  final  group  of  questions  is  addressed  to  the  ophthalmologist’s 
activity  in  the  referral  of  patients  to  community  rehabilitative  services 
of  various  kinds. 

In  general,  the  questions  as  a  whole  deal  with  the  concepts  which 
guide  the  ophthalmologist  in  handling  the  question  of  blindness  di¬ 
rectly  with  his  patient  and  in  relating  the  patient  to  community  re¬ 
habilitative  sources.  Finally,  the  ophthalmologist’s  actual  activity  in 
referral  for  such  services  is  inventoried. 

The  Methodology  of  the  Study 

Once  the  questions  have  been  posed,  the  methodological  problems 
arise  out  of  the  two  goals  of  description  and  evaluation.  To  describe 
the  relevant  concepts  and  activities  of  ophthalmologists  requires  the 
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selection  of  an  instrument  for  collecting  the  desired  information  and 
the  selection  of  an  appropriate  sample  of  ophthalmologists.  Consid¬ 
ering  the  practical  difficulties  of  holding  interviews  with  any  signifi¬ 
cant  number  of  ophthalmologists,  the  mail  questionnaire  was  selected 
in  spite  of  the  limitations  upon  the  amount  and  quality  of  data  which 
could  be  collected. 

A  source  from  which  a  sample  could  readily  be  selected  was  lo¬ 
cated  in  the  official  roster  of  membership  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology.  From  a  list  of  approxi¬ 
mately  3,500  ophthalmologists,  a  random  sample  of  500  was  selected. 

The  auspice  of  the  National  Committee  on  Research  in  Ophthal¬ 
mology  and  Blindness  was  sought.  Its  executive  secretary,  Dr.  Frank 
W.  Newell,  agreed  to  have  the  questionnaire  sent  out  with  a  cover¬ 
ing  letter  under  his  signature.  (See  copy  of  covering  letter  in  Ap¬ 
pendix.) 

The  goal  of  evaluating  and  interpreting  the  responses  of  the  broad 
representative  group  of  ophthalmologists  requires  some  basic  set  of 
concepts  and  principles  as  a  yardstick.  Rather  than  rely  only  upon 
such  standards  as  could  be  formulated  from  the  scanty  literature,  the 
method  of  professional  consensus  was  decided  upon  as  the  approach 
which  combined  soundness  and  feasibility. 

It  was,  therefore,  concluded  that  an  attempt  would  be  made  to  es¬ 
tablish  norms  by  searching  out  the  practices  and  views  of  a  particular 
group  of  ophthalmologists  known  to  have  particular  experience  and 
concern  with  problems  of  rehabilitation.  Such  practices  and  attitudes, 
if  they  followed  a  fairly  consistent  pattern,  would  constitute  a  set  of 
standards  based  upon  professional  consensus.  The  next  step  would 
then  consist  of  a  broader  survey  of  the  practices  and  attitudes  of  a 
more  representative,  unselected  group  of  ophthalmologists,  and  an 
evaluation  of  the  findings  against  those  characterizing  the  selected 
group. 

This  was  the  plan  actually  followed.  The  procedure  and  the  find¬ 
ings  of  this  preliminary  phase  of  the  current  study  have  already  been 
discussed.  The  completion  of  the  preliminary  phase  provided  the 
basis  for  the  evaluative  aspect  of  the  total  study. 

The  goals  of  the  study  may  now  be  restated  as: 

(1)  Description,  in  a  representative  group  of  ophthalmologists 
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of  selected  practices,  concepts  and  attitudes  which  influence 
the  future  rehabilitation  of  blind  patients. 

(2)  Evaluation  of  findings  against  standards  established  in  a 
prior  survey  of  ophthalmologists  known  to  be  rehabilitation- 
minded. 

(3)  Examination  of  relationships  among  the  conceptual,  attitu- 
dinal  and  behavioral  aspects  of  ophthalmological  practice. 

(4)  Drawing  of  implications  for  enhancing  the  positive  rehabili¬ 
tative  consequences  of  ophthalmological  practice. 


II 
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OPINIONS  AND  PRACTICES  OF 
OPHTHALMOLOGISTS  RELATED  TO 
REHABILITATION  OF  BLIND  PATIENTS 

The  Response  to  the  Questionnaire 

Of  the  sample  of  five  hundred  ophthalmologists  to  whom  the 
questionnaire  was  sent,  one  hundred  and  eighty  returns,  or  36  per 
cent  were  made.  These  responses  form  the  numerical  base  of  this 
study.  An  additional  ten  questionnaires  were  received  after  the  anal¬ 
ysis  was  completed  and  could  not  be  included  in  the  tabulations. 
However,  qualitative  comments  in  these  late  responses  were  reviewed 
and,  at  some  points,  included  in  the  report. 

The  interest  of  the  respondent  ophthalmologists  in  the  questions 
raised  by  the  study,  and  their  positive  response  to  the  auspice  of  the 
National  Committee  on  Research  in  Ophthalmology  and  Blindness, 
would  appear  to  underlie  the  proportion  of  response. 

The  fact  that  there  is  a  nonresponse  group  of  some  64  per  cent 
merits  consideration.  It  would  seem  logical  to  assume  that  the  non- 
respondents  would  be  less  interested  in  matters  of  rehabilitation  than 
those  who  took  thought  and  time  to  respond.  Following  this  as¬ 
sumption,  it  might  be  inferred  that  if  the  responses  have  a  bias,  the 
bias  is  generally  in  the  direction  of  overestimating  the  amount  and 
quality  of  rehabilitation-oriented  practices  and  attitudes,  rather  than 
the  reverse. 

It  is  of  interest,  next,  to  present  one  of  the  characteristics  of  the 
respondent  group;  the  practice  setting  in  which  they  carry  on  oph- 
thalmological  activity. 

Respondent  ophthalmologists  practice  in  a  variety  of  settings, 
which  are  listed  in  Table  I. 

It  may  be  seen  from  this  table  that  the  largest  single  group 
of  ophthalmologists  are  engaged  in  private  practice  only.  The  eighty 
ophthalmologists  who  fall  into  this  category  represent  44  per  cent  of 
the  sample  which  forms  the  core  of  this  study. 
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TABLE  I.  Practice  Settings  of  Respondent  Ophthalmologists 


Nature  of  Practice  Settings 

No  Consulting 
Relationship  to  Re¬ 
habilitative  Agency 

Consultant  to 
Rehabilitative 
Agency 

1.  Private  Practice  Only 

72 

8 

2.  Private  Practice  and  Hospital 

or  Clinic  Practice 

9 

3.  Private  Practice  and  Chief  or 

Assistant  Chief  of  Hospital  Clinic 

34 

4.  Chief  or  Assistant  Chief  of 

Hospital  Clinic  Only 

5 

12 

5.  Hospital  or  Clinic  Practice  Only 

3 

Total 

*45 

29 

No  information  from  6  Ophthalmologists 

Ophthalmologists  with  a  hospital  or  clinic  practice  only  constitute 
a  very  insignificant  proportion  of  the  sample.  Only  three  ophthalmol¬ 
ogists  or  about  i  per  cent  have  such  an  exclusive  institutional  prac¬ 
tice.  When  joined  by  ophthalmologists  who  occupy  administrative 
posts  as  chief  or  assistant  chief,  the  joint  group  rises  to  twenty  oph¬ 
thalmologists  or  ii  per  cent  of  the  sample.  Between  the  two  poles, 
defined  by  those  whose  basic  experience  is  rooted  in  private  practice 
on  the  one  hand  and  hospital  or  clinic  practice  on  the  other,  is  an  in¬ 
termediate  group  of  considerable  significance  which  combines  pri¬ 
vate  and  hospital  practice  with  an  administrative  function  in  the  hos¬ 
pital  setting.  This  group  which  draws  its  experience  from  both  set¬ 
tings  totals  seventy-four  ophthalmologists,  or  41  per  cent  of  the 
sample. 

Ophthalmologists  who  maintain  consultative  relationships  with 
rehabilitative  agencies  form  a  distinct  minority  of  the  sample.  Only 
twenty-nine  ophthalmologists  or  16  per  cent  are  functioning  in  such 
a  consultative  capacity.  These  ophthalmologists  are  drawn  from  all 
three  practice  settings:  eight  from  private  practice;  nine  from  the 
group  which  combines  private  and  hospital  practice,  and  twelve  from 
the  group  which  is  engaged  in  institutional  practice  only.  The  re¬ 
lationships  of  practice  setting  to  other  facets  of  interest  to  this  study 
will  be  explored  in  a  subsequent  section. 
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It  may  be  of  interest  to  note  at  this  point  that  several  ophthalmol¬ 
ogists  have  included  comments  in  their  questionnaire  forms  calling 
attention  to  the  limited  experience  in  treating  persons  confronted 
with  blindness,  which  their  as  yet  brief  private  practice  has  given 
them.  These  comments  suggest  that  an  ophthalmologist  must  be  in 
private  practice  for  a  considerable  period  of  time  before  he  has  en¬ 
countered  enough  instances  of  irreversible  blindness  to  acquire  a 
broad  enough  experiential  base  to  have  developed  a  reasoned 
strategy  for  dealing  with  rehabilitative  aspects  of  blindness.  These 
comments  obviously  invite  question  of  how  principles  of  rehabilita¬ 
tion  may  be  transmitted  to  the  beginning  ophthalmologist  to  pre¬ 
pare  him  for  his  early  encounters  with  conditions  of  irreversible 
blindness. 


Plan  of  Presentation 

The  analysis  of  the  data  comprises  two  aspects,  the  first  of  which 
is  presented  in  this  chapter.  The  distribution  of  answers  to  the  various 
questions  will  be  presented  one  at  a  time.  Discussion  of  the  meaning 
of  the  responses  will  accompany  these  findings,  especially  as  they  are 
compared  with  those  characterizing  a  prior  group  selected  for  their 
leadership  experience  in  rehabilitative  programs.  The  findings  and 
discussion  will  be  organized  around  four  major  topics :  aspects  of  the 
doctor-patient  relationship;  perceptions  of  the  rehabilitative  prob¬ 
lems  of  blindness;  action  taken  toward  rehabilitative  goals;  and 
sources  of  opinion  and  knowledge. 

Chapter  III  will  present  a  second  level  of  analysis,  in  which  cor¬ 
relates  of  referral  activity  will  be  examined.  The  fourth  chapter  will 
summarize  highlights  of  all  the  findings,  and  a  final  chapter  will 
discuss  implications  and  recommendations  derived  from  the  findings. 

Aspects  of  the  Doctor -Patient  Relationship 

In  the  course  of  medical  treatment,  when  the  doctor  reaches  a 
point  where  he  must  conclude  that  a  situation  of  irreversible  blind¬ 
ness  confronts  his  patient,  he  is  himself  confronted  with  three  critical 
decisions  inherent  in  the  doctor-patient  relationship.  He  must  decide 
on  the  time  at  which  such  a  medical  judgment  must  be  conveyed  to 
his  patient;  he  must  decide  whether  any  hope  for  improvement 
should  be  left  in  the  patient’s  mind  or  whether  to  render  his  judg- 
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ment  with  finality,  and  he  must  decide  who  is  to  bear  the  responsibil¬ 
ity  for  informing  the  patient.  The  answers  to  these  three  questions 
will  provide  at  least  partial  insight  into  some  aspects  of  the  definition 
of  professional  role  as  formulated  by  ophthalmologists  themselves. 
These  are  also  quite  obviously  issues  which  must  be  resolved,  before 
the  ophthalmologist  can  turn  both  his  own  and  his  patient’s  atten¬ 
tion  to  the  problem  of  rehabilitation. 

Although  it  is  assumed  in  the  available  literature  that  the  entire 
process  of  rehabilitation  is  deeply  influenced  by  the  ophthalmologist’s 
timing  in  communicating  facts  concerning  a  medically  established 
condition  of  blindness,  little  has  been  known  about  prevailing  medi¬ 
cal  opinion  and  action  in  this  respect.  Hence,  the  inclusion  of  this 
question  in  the  current  survey.  Survey  results  are  given  below : 


TABLE  II.  Respondent  Opinions 
Concerning  Timing  of  Information  on  Blindness  to  Patients 


Timing  Policies 

Number 

Percentage  of  Total 

1.  Timing  should  depend  upon  the 
patient  and  the  situation 

2.  Information  should  be  given  fairly 

77 

43 

early,  but  not  until  the  patient 
is  ready  to  accept  it 

35 

19 

3.  Information  should  be  given  as  soon 

as  it  is  medically  certain,  with 
exception  in  some  cases 

40 

22 

4.  Information  should  be  given  as  soon 

as  it  is  medically  certain 

15 

8 

5.  No  answers 

r3 

8 

Total 

180 

100 

The  table  above  reveals  considerable  divergence  of  viewpoint 
among  respondent  ophthalmologists  with  respect  to  the  critical  ques¬ 
tion  of  timing.  Almost  half,  (43  per  cent)  indicate  they  apply  a 
policy  of  completely  individualized  determination  of  the  proper 
time  to  convey  final  medical  judgment.  This  determination  is  not 
limited  by  any  formal  recognition  of  a  precept  held  by  others  that 
early  communication  of  final  medical  judgment  is  desirable.  A  second 
group,  (19  per  cent)  accept  the  guiding  principle  of  early  timing, 
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but  modify  its  application  in  accordance  with  the  patient’s  readiness 
to  accept  the  medical  judgment.  These  two  groups  together,  repre¬ 
senting  62  per  cent  of  the  total,  may  be  described  as  placing  greater 
emphasis  on  the  individual  patient’s  readiness  to  receive  the  medical 
facts,  than  on  the  urgent  necessity  to  impart  the  information  as  a  con¬ 
structive  first  step  in  the  rehabilitative  process.  A  third  group  of 
ophthalmologists  (22  per  cent)  are  of  the  opinion  that  information 
should  be  given  as  soon  as  it  is  medically  certain,  but  with  exceptions 
in  certain  cases;  while  a  fourth  group  (8  per  cent)  feels  that  informa¬ 
tion  should  be  given  as  soon  as  it  is  medically  certain,  without  excep¬ 
tion.  These  latter  two  groups  are  characterized  by  the  stress  placed  on 
early  timing  of  information,  with  only  limited  latitudes  in  favor  of 
delayed  timing  in  rare  instances. 

The  difference  in  attitude  and  consequent  policy  thus  disclosed 
seems  rooted  in  a  concern  with  the  immediate  emotional  conse¬ 
quences  for  the  patient,  a  short  time  perspective,  on  the  one  hand, 
and  an  overriding  concern  on  the  other  hand  with  a  longer  time  per¬ 
spective  in  which  the  urgent  need  to  initiate  the  rehabilitative  process 
without  undue  delay  as  a  constructive  means  for  dealing  with  the  un¬ 
avoidable  emotional  consequences  inherent  in  a  condition  of  blind¬ 
ness,  is  dominant.  It  should  be  noted  at  this  point  that  prevailing 
opinion  as  disclosed  in  this  study  deviates  from  the  consensus  re¬ 
ported  by  a  group  of  experts  questioned  at  an  earlier  date  (the  ma¬ 
jority  of  this  expert  group  endorsed  a  policy  of  early  timing,  allowing 
for  a  few  exceptions).  These  differences,  as  well  as  the  range  of  re¬ 
sponse  revealed  by  the  respondents  who  form  the  sample  base  of  this 
study,  should  serve  as  prominent  indicators  that  an  area  of  signifi¬ 
cant  divergence  in  professional  practice  has  been  revealed.  It  may  be 
suggested  that  further  discussion  and  study  of  this  question  by  oph¬ 
thalmologists  and  other  informed  experts  would  be  highly  desirable. 
If  it  is  claimed  that  early  information  is  the  precondition  for  the 
initiation  of  a  rehabilitative  program,  then  sound  guides  are  needed 
to  help  the  ophthalmologist  decide  when  an  exception  to  this  princi¬ 
ple  is  justified. 

The  responses  to  the  question,  “Do  you  believe  that  some  hope 
for  improvement  should  always  be  left  for  patients  whose  condition 
is  that  of  irreversible  blindness?”  add  a  further  time  dimension  to 
the  issue  of  when  a  confrontation  of  the  fact  of  blindness  is  attempted. 
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No  matter  how  individually  (with  implications  for  long  delay)  the 
issue  of  timing  may  be  treated,  an  ultimate  point  is  reached  at  which 
the  doctor  undertakes  to  inform  his  patient  about  a  condition  of 
blindness.  Again,  the  doctor  finds  himself  at  a  critical  policy  junc¬ 
ture.  He  may  render  his  judgment  with  finality  or  he  may  advance 
some  hope  for  improvement.  The  majority  of  respondent  ophthal¬ 
mologists — 116  or  63  per  cent  of  the  total  group  indicate  that  they  do 
not  believe  that  hope  for  improvement  should  be  left  for  patients 
whose  condition  is  that  of  irreversible  blindness.  On  the  other  hand, 
fifty-eight  ophthalmologists,  or  31  per  cent  of  the  group  indicate 
belief  that  some  hope  should  be  left.  Once  again,  these  results  are  in 
contrast  with  the  earlier  survey  in  which  almost  all  ophthalmologists 
expressed  disapproval  of  a  policy  of  maintaining  hope  for  improve¬ 
ment  where  no  medical  warrant  for  such  an  attitude  exists. 

Only  one  ophthalmologist  has  forwarded  any  critical  comment 
with  respect  to  those  doctors  who  maintain  “hope”  indefinitely,  and 
by  implication  those  who  do  not  adhere  to  a  policy  of  early  timing. 
He  has  written  that  “In  my  experience  physicians  hold  up  false  hopes 
and  lose  valuable  months  in  attempting  to  ‘prepare’  the  patient  to 
face  his  blindness.  Why  can’t  we  more  readily  accept  the  fact  that 
we  are  not  ‘Gods’  and  admit  to  the  patient  that  there  is  nothing  we 
can  do.”  Since  almost  one-third  of  the  group  currently  being  surveyed 
adheres  to  such  a  policy  of  indefinitely  maintaining  hope,  another 
area  of  serious  disparity  in  practice  has  been  disclosed.  It  also  appears 
as  an  area  which  clearly  requires  further  study  if  the  relationship 
between  a  candid,  prompt  and  unequivocal  confrontation  of  the 
medical  facts  and  the  successful  initiation  of  the  rehabilitative  proc¬ 
ess  is  to  be  established. 

In  addition,  the  question  of  who  is  to  inform  the  patient,  once  a 
decision  to  convey  the  facts  has  been  made,  must  be  answered.  Here, 
a  clear  acceptance  of  the  burden  of  responsibility  is  revealed  by  re¬ 
spondent  ophthalmologists. 

It  may  be  seen  from  Table  III  that  virtually  all  ophthalmolo¬ 
gists  feel  that  the  responsibility  for  informing  the  patient  about 
a  condition  of  irreversible  blindness  must  be  borne  in  whole  or  in 
part  by  the  doctor — 71  per  cent  indicate  belief  that  the  doctor  carries 
out  his  responsibility  alone  while  25  per  cent  indicate  he  may  also 
allow  others  to  share  in  the  task.  Together  these  two  views  account 
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TABLE  III.  Who  Informs  the  Patient  about  a  Condition 

of  Irreversible  Blindness 


Focus  of  Responsibility 

Number 

Percentage 

1.  The  Ophthalmologist  directs  the  family 

to  inform  the  patient 

3 

1 

2.  The  ophthalmologist  directs  a  nurse, 
social  worker  or  assistant  to  inform 

the  patient 

0 

0 

3.  The  ophthalmologist  informs  the  patient 

I27 

71 

4.  The  ophthalmologist  and  others,  at  his 

direction,  inform  the  patient 

44 

25 

5.  No  answer 

6 

3 

Total 

180 

100 

for  96  per  cent  of  the  total  group.  Clearly,  a  consensus  is  revealed 
which  accords  with  that  expressed  by  the  selected  group  of  ophthal¬ 
mologists  queried  previously. 

Finally  having  arrived  at  a  point  where  the  foregoing  sequence  of 
questions  has  been  answered,  the  question  of  how  the  doctor  defines 
for  himself,  what  the  scope  of  his  interest  in  and  responsibility  for 
the  social  and  psychological  problems  of  blind  persons  should  be 
becomes  the  focus  of  examination. 

Ophthalmologists  were  asked  to  select  one  of  three  statements 
best  representing  their  opinions  as  to  the  defined  scope  of  respon¬ 
sibility.  These  statements  proceeded  from  a  definition  in  solely  medi¬ 
cal  terms,  to  one  which  went  beyond  sheerly  medical  to  referral  re¬ 
sponsibility  to  a  third  broadest  statement  of  positive  attention  to 
future  adjustment  of  blind  persons.  Table  IV  gives  the  distribution 
of  responses. 

This  Table  IV  provides  evidence  of  a  striking  consensus  among 
respondent  ophthalmologists  concerning  the  extension  of  their  sphere 
of  interest  and  responsibility  beyond  physical  treatment.  Almost  half 
(46  per  cent)  of  the  group  believe  that  the  doctor  should  not  only 
refer  nonmedical  problems  to  other  agencies,  but  himself  give  posi¬ 
tive  attention  to  the  adjustment  hurdles  which  face  his  patient;  an 
almost  equal  number  representing  44  per  cent  of  the  total  are  of  the 
opinion  that  the  doctor  should  at  least  refer  nonmedical  problems  to 
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TABLE  IV.  Ophthalmologist  Definition  of  Scope  of  Responsibility 


Nature  of  Responsibility 


Number  Percentage 


1.  The  ophthalmologist  should  restrict  his 

role  to  the  medical  aspects  of  eye  pathology  12 

2.  The  ophthalmologist  should  treat  the 
medical  aspects  of  eye  pathology  and 

refer  other  problems  to  other  agencies  80 

3.  The  ophthalmologist  should  treat  the 
medical  aspects  of  eye  pathology,  refer 
problems  to  other  agencies,  and  give 
positive  attention  to  the  future  social 

and  psychological  adjustment  of  his  patients  82 

4.  No  answer  6 


7 

44 


46 

3 


Total 


180 


100 


other  agencies.  Together,  these  two  categories  of  respondents  ac¬ 
count  for  90  per  cent  of  the  total  group.  Only  a  small  minority  of 
twelve  ophthalmologists,  or  7  per  cent  of  the  group,  adhere  to  a  nar¬ 
row  conception  of  interest  and  responsibility  limited  to  physical 
treatment.  Among  the  qualitative  comments  forwarded,  only  one 
ophthalmologist  emphatically  adopted  the  position  that  the  ophthal¬ 
mologist’s  role  should  be  limited  to  medical  treatment.  This  doctor 
wrote,  “I  have  no  contact  with  the  social  side  of  blindness.  If  I  can 
help  vision — fine — otherwise  it’s  in  another  province.”  Several  oph¬ 
thalmologists  who  stated  that  they  think  the  ophthalmologist  should 
accept  responsibility  for  referral  of  rehabilitative  problems  to  social 
agencies,  were  nonetheless  averse  to  encouraging  the  ophthalmologist 
to  go  beyond  this  point  on  the  ground  that  he  was  not  trained  to  deal 
with  nonmedical  aspects  of  blindness.  One  ophthalmologist,  for 
example,  wrote  as  follows:  “Main  job  is  to  keep  them  from  getting 
blind.  Unless  experienced  in  field,  better  not  to  meddle  around  with 
rehabilitation,  social  adjustment,  etc.  when  more  capable  persons  are 
available.  Cooperation  with  these  agencies  and  persons  must  be  good, 
even  if  exasperating  at  times.”  Another  ophthalmologist  wrote  in 
similar  vein,  “I  feel  that  the  ophthalmologist’s  job  lies  in  treating  and 
diagnosing  eye  disease.  I  do  not  believe  it  is  his  responsibility  to  pro¬ 
vide  for  the  care  of  blind  persons.  He  may  direct  them  to  the  proper 
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agency  and  possibly  serve  as  a  consultant  to  the  agency,  if  need  be. 
I  believe  the  most  help  will  come  from  the  psychiatrist  and  the  re¬ 
habilitation  center.” 

Comments  endorsing  a  position  of  positive  and  continuing  in¬ 
terest  in  the  rehabilitative  progress  of  patients  were  also  made  on 
questionnaire  forms  by  several  ophthalmologists.  One  stated  force¬ 
fully,  “As  to  the  totally  blind,  it  is  mandatory  that  the  ophthalmolo¬ 
gist  place  the  patient  and  his  family  in  immediate  contact  with  the 
available  rehabilitative  services  and  follow  through  by  making  sure 
that  these  services  are  made  available  to  the  family  and  that  he  does 
take  advantage  of  them.”  Another  ophthalmologist  wrote,  “We  as  a 
class  do  not  assume  the  time  to  properly  counsel,  and  advise.  The 
depth  of  our  responsibility  should  only  begin  when  we  realize  that 
irreversible  blindness  is  impending.  Our  inadequacy  as  of  this  stage 
of  blindness  should  spur  us  to  devote  our  will,  thoughts  and  energies 
to  meet  problems  of  the  blind  ‘head  on’  and  lend  our  unstinted  time, 
aid  and  advice  to  train,  assist,  encourage — prod,  if  necessary,  to  instill 
in  their  minds  that  they  can  and  must  learn  to  get  along  and  live  in  a 
‘sighted  world.’  ” 

Another  ophthalmologist  went  so  far  as  to  suggest  that  “Oph¬ 
thalmologists  should  keep  in  touch  with  blind  patients  for  years  after 
blindness  has  come  about.  It  is  only  in  this  way  that  we,  the  oculists, 
understand  the  problems  and  rehabilitation  progress  of  patients.” 

While  survey  results  confirm  existence  of  positive  interest  in  re¬ 
habilitation  to  the  extent  of  accepting  referral  responsibility  by  a 
large  majority  of  ophthalmologists,  one  ophthalmologist  has  written 
in  to  indicate  a  contrary  impression.  This  ophthalmologist  has  stated, 
“Ophthalmologists,  pretenders  to  an  exact  medical  science  are  singu¬ 
larly  poor  psychiatrists.  Almost  all  of  them,  upon  the  advent  of  blind¬ 
ness  in  their  patients  will  quickly  pack  up  their  little  illuminators  and 
hunt  for  other  eye  grounds.” 

This  study  cannot  deal  with  the  question  of  the  extent  to  which 
survey  responses  reflect  real  sentiments  which  motivate  behavior.  It 
is  significant,  however,  regardless  of  whether  they  faithfully  adhere 
to  the  policy  in  practice,  that  a  large  majority  of  the  respondent  group 
has  endorsed  a  role  which  embodies  interest  in  and  responsibility  for 
the  social  and  psychological  adjustment  of  patients.  Having  done  so, 
ophthalmologists  have  signified  that  they  agree  to  enter  into  the 
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rehabilitative  process  to  some  degree  by  their  own  choice.  Inasmuch  as 
the  doctor’s  relationship  to  the  rehabilitative  process  is  initiated  at  a 
climactic  period,  during  which  he  is  in  a  position  to  exercise  great 
influence,  it  is  especially  desirable  that  he  take  on  these  duties  of  his 
own  volition,  rather  than  have  them  imposed  from  without  into  his 
reluctant  purview. 

Perceptions  of  the  Rehabilitative  Problems  of  Blindness 

Attention  will  now  turn  to  the  way  in  which  ophthalmologists 
perceive  the  problems  inherent  in  the  condition  of  blindness.  It  is 
assumed  that  these  perceptions  will  be  instrumental  in  translating 
the  ophthalmologists’  acceptance  of  responsibility  into  the  sphere  of 
action. 

Because  it  appears  important  to  learn  something  of  the  way  in 
which  ophthalmologists  appraised  the  meaning  of  blindness  for  the 
future  life  of  their  patients,  two  very  broad  questions  were  posed,  in 
order  to  establish  whether  the  basic  assessment  of  the  life  potential  for 
a  blind  person  was  pessimistic  or  optimistic.  It  is  assumed  that  the 
basic  emotional  content  of  the  ophthalmologist’s  own  reaction  to 
blindness  will  be  apparent  to  the  patient  and  will  operate  as  a  power¬ 
ful  influence  in  his  own  emotional  orientation.  Also,  insofar  as  the 
ophthalmologist’s  judgment  concerning  the  constriction  of  life  values 
inherent  in  blindness  represents  a  guiding  prognosis,  it  is  bound  to 
affect  the  constructive  efforts  to  approximate  sighted  norms  which 
he  may  expect  his  patient  to  make,  or  which  he  will  make  in  his  pa¬ 
tient’s  behalf. 

In  order  to  elicit  the  over-all  assessment  of  the  meaning  of  blind¬ 
ness,  ophthalmologists  were  asked  to  rate  the  general  chance  for 
persons  with  an  irreversible  condition  of  total  blindness,  but  without 
other  personality  or  physical  handicap  to  lead  fairly  happy,  useful 
lives.  Table  V  presents  the  predictions  of  life  quality  for  blind 
persons  as  seen  by  ophthalmologists. 

Those  ophthalmologists  who  rate  the  chance  for  a  happy,  useful 
life  as  “very  good”  represent  the  largest  single  group  among  re¬ 
spondent  ophthalmologists.  But  these  seventy  ophthalmologists  ex¬ 
pressing  this  view  of  high  optimism  represent  less  than  half  (39  per 
cent)  of  the  total.  The  next  largest  group,  consists  of  forty-eight 
ophthalmologists  or  27  per  cent  of  the  total,  who  also  assess  the  future 
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TABLE  V.  Ophthalmologist  Estimate  of  Chance  for  Happy, 
Useful  Life  for  Blind  Persons 


Outloo\  Responses 

Number 

Percentage 

1.  Little  or  None 

0 

0 

2.  Slight  Chance 

5 

3 

3.  Even  Chance 

40 

22 

4.  Somewhat  better  than  even 

48 

27 

5.  Very  good  chance 

70 

39 

6.  No  answer 

*7 

9 

Total 

180 

100 

of  blind  persons  with  some  optimism,  but  to  a  lesser  degree  than  the 
first  group.  Together  these  two  groups  of  ophthalmologists,  who  may 
be  described  as  sharing  an  optimistic  outlook,  represent  66  per  cent 
of  the  total.  On  the  pessimistic  side  of  the  outlook  divide  are  a  group 
of  forty  ophthalmologists,  or  22  per  cent  of  the  total,  who  see  the 
future  of  blind  persons  in  terms  of  only  an  “even  chance”  for  a  happy, 
useful  life.  A  smaller,  but  more  deeply  pessimistic  group  of  five 
ophthalmologists,  representing  only  3  per  cent  of  the  total,  brings  the 
proportion  of  ophthalmologists  with  a  pessimistic  assessment  to  one- 
quarter  of  the  total.  This  approximates  the  division  of  opinion  re¬ 
vealed  by  the  earlier  questioning  of  twenty-five  leading  ophthalmolo¬ 
gists  on  this  same  question.  The  expert  group  were  divided  as  be¬ 
tween  eleven  ophthalmologists  who  were  identified  as  optimistic  and 
six  as  pessimistic.  In  view  of  the  fact  that  a  large  minority  within  the 
broad  sample  maintains  pessimistic  outlook  and  that  a  similar  divi¬ 
sion  of  opinion  among  the  expert  group  includes  a  minority  of  pessi¬ 
mistic  forecast,  professional  attention  should  be  turned  to  providing 
a  reliable  basis  for  forming  an  opinion  about  the  potential  quality  of 
and  character  of  life  after  the  advent  of  blindness. 

A  second,  broad  question  was  directed  at  the  ophthalmologists’ 
view  of  the  contribution  to  society  which  a  blind  person  could  make. 
Since  the  social  contribution  which  a  person  can  make  forms,  in  our 
society,  one  of  the  foundation  stones  of  psycho-social  adjustment,  this 
question  represents  a  second  attempt  to  understand  how  ophthal¬ 
mologists  see  the  future  for  their  patients.  Ultimately  our  interest  in 
this  question  will  lead  to  a  consideration  of  the  relationship  of  the 
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referral  activity  of  ophthalmologists  and  their  estimation  of  the  social 
contribution  which  blind  persons  can  reasonably  be  expected  to 
make.  This  analysis  will  be  reserved  for  a  later  section  of  the  presen¬ 
tation.  The  table  below  gives  the  results  of  ophthalmologists’  re¬ 
sponse  to  the  question  under  discussion. 

TABLE  VI.  Expected  Differences  in  Social  Contributions 
of  Blind  and  Sighted  Persons 


Extent  of  Differences  Number  Percentage 

1.  Considerable  difference  in  what  might  be  expected 

2.  Some  ”  ”  ”  ”  ” 

3.  Little  ”  ”  ”  ”  ” 

4.  No  ”  ”  ”  ”  ” 

5.  No  answer 

Total 


As  may  be  seen,  a  greater  number  of  ophthalmologists  are  found 
in  the  category  where  “some  differences”  are  expected,  than  in  any 
other — eighty-one  ophthalmologists  representing  45  per  cent  of  the 
total  fall  into  this  group.  The  next  largest  grouping  includes  sixty 
ophthalmologists  or  33  per  cent  of  the  total  who  are  of  the  opinion 
that  “considerable  differences”  in  the  social  contributions  of  blind 
and  sighted  persons  must  be  expected.  Together,  the  forementioned 
two  groups  account  for  78  per  cent  of  the  total.  In  contrast,  only 
twenty-three  ophthalmologists  or  13  per  cent  affirm  the  view  that 
little  difference  in  social  contribution  is  to  be  expected  and  two 
ophthalmologists  or  only  1  per  cent  expect  no  difference  in  social 
contribution.  Despite  the  known  hazard  that  this  question  involves 
lack  of  precision  in  definition  of  basic  terms  and  that  therefore  re¬ 
sponses  are  highly  affected  by  subjective  interpretations,  the  results 
may  nonetheless  be  taken  as  a  crude,  but  useful  indication  that  the 
majority  of  ophthalmologists  expect  the  total  social  performance  of 
sighted  and  blind  persons  to  differ. 

Perceptions  of  the  Problems  of  Blindness 

On  a  more  concrete  level  ophthalmologists  were  asked  to  estimate 
the  number  of  patients  who  were  affected  by  four  types  of  problems 
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engendered  by  a  condition  of  blindness.  The  four  areas  selected  were 
problems  in  emotional  adjustment,  problems  in  getting  along  with 
others,  economic  problems  and  travel  problems.  These  were  the 
problems  whose  solution  it  was  judged  would  dictate  the  conditions 
under  which  a  blind  person’s  life  would  be  directed  to  socially  con¬ 
structive  ends,  allowing  for  personal  satisfaction  and  happiness.  The 
next  table  summarizes  responses  to  this  question. 


TABLE  VII.  Ophthalmologist  Estimate  of  Prevalence  of  Problems 
Among  Blind  Persons  (Percents  in  Parenthesis). 


Problem  in 
Emotional 
Adjustment 

Problems  in 
Getting  Along 
with  Others 

Economic 

Problems 

Travel 

Problems 

Proportion 

Patients  Affected 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Half  or  more 

82 

(46) 

l9 

(n) 

103 

(58) 

68 

(38) 

Some,  but  less 
than  half 

47 

(26) 

62 

(34) 

39 

(22) 

45 

(25) 

Very  few,  if  any 

26 

(14) 

59 

(33) 

13 

(7) 

20 

(11) 

No  opinion, 

No  answer 

25 

(14) 

40 

(22) 

25 

(13) 

47 

(26) 

Total 

180 

(I0°) 

180 

(100) 

180 

(100) 

180 

(100) 

Before  turning  to  a  discussion  of  the  above  table,  a  cautionary 
note  should  be  interjected.  The  responses  of  ophthalmologists  to  this 
question  must  be  viewed  as  a  subjective  appraisal  which  in  no  sense 
can  serve  as  a  measure  of  the  objective  situation.  Moreover,  the  com¬ 
ponent  parts  of  the  question  differ  in  the  concreteness  of  meaning 
which  attaches  to  the  “problem.”  For  example,  income  level  and 
employment  status  probably  serve  as  widely  shared  bases  of  problem 
recognition  in  the  economic  sphere,  but  the  content  of  the  problem 
area  described  as  “getting  along  with  others,”  may  involve  a  much 
wider  range  of  condition  and  more  variety  of  judgment.  Similarly, 
despite  the  obtrusive  nature  of  travel  problems  inherent  in  a  con¬ 
dition  of  blindness,  judgment  about  its  prevalence  as  a  problem  may 
reflect  quite  divergent  views  as  to  the  degree  of  independence  or 
range  of  movement  which  defines  for  the  respondent  whether  a 
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problem  exists  or  not.  Unfortunately,  it  was  not  considered  feasible 
to  introduce  such  specificity  of  meaning  for  each  component  of  this 
question  as  to  avoid  such  ambiguities.  The  results  obtained  may, 
therefore,  reflect  quite  variable  interpretation  of  the  question  by  each 
respondent.  Nonetheless,  it  is  believed  that  useful,  if  not  definitive 
information,  concerning  the  problem  of  perception  of  ophthalmolo¬ 
gists  may  be  garnered. 

If  ranked  by  problem  focus,  in  which  ophthalmologists  perceive 
difficulties  which  affect  more  than  half  their  patients,  the  following 
facts  emerge  from  the  responses  as  presented  in  Table  VII. 

1.  Economic  problems  are  perceived  as  paramount.  More  than 
half  of  all  ophthalmologists  (58  per  cent)  estimated  that  half 
or  more  of  their  patients  encountered  economic  problems.  An 
additional  22  per  cent  indicated  that  some,  but  less  than  half 
of  their  patients  encountered  economic  problems.  Only  7  per 
cent  stated  that  very  few,  if  any  of  their  patients  have  an  eco¬ 
nomic  problem.  Eighty  per  cent  of  all  ophthalmologists  thus 
indicate  awareness  that  some  or  many  of  their  patients  have 
economic  problems. 

2.  Emotional  adjustment  represents  the  second  most  frequently 
encountered  problem.  Almost  half  of  all  ophthalmologists  (46 
per  cent)  state  that  half  or  more  of  their  patients  have  prob¬ 
lems  in  achieving  emotional  adjustment.  An  additional  26  per 
cent  record  that  some,  but  less  than  half  of  their  patients  have 
emotional  problems.  Only  14  per  cent  of  all  responses  indicate 
opinion  that  few  if  any  have  such  problems.  A  clear  majority 
of  all  respondent  ophthalmologists  thus  reveal  awareness  that 
patients  encounter  emotional  problems. 

3.  A  smaller  number  of  ophthalmologists,  only  38  per  cent  or  a 
little  more  than  one-third,  are  of  the  opinion  that  half  or  more 
than  half  of  their  patients  encounter  problems  in  travel  adjust¬ 
ment.  If  joined  with  the  25  per  cent  who  believe  that  some  but 
less  than  half  of  their  patients  encounter  travel  problems,  the 
proportion  of  ophthalmologists  revealing  awareness  of  the 
problem  reaches  63  per  cent. 

4.  Problems  in  interpersonal  relations,  in  the  opinion  of  ophthal- 


25 


mologists,  represent  the  least  prevalent  problem  as  among  the 
four  problem  areas  considered.  Only  n  per  cent  of  all  ophthal¬ 
mologists  thought  that  half  or  more  of  their  patients  encoun¬ 
tered  problems  in  getting  along  with  others.  An  almost  equal 
number  of  ophthalmologists  were  of  the  opinion  that  very  few, 
if  any  of  their  patients  encountered  problems  in  this  area  and 
that  some,  but  less  than  half,  were  affected.  The  former  group 
constituted  33  per  cent  of  the  total  and  the  latter  34  per  cent. 

In  the  case  of  economic  problems,  emotional  problems,  and  travel 
problems,  the  largest  single  grouping  of  ophthalmologists  were 
formed  by  those  who  thought  the  problem  affected  half  or  more  of 
their  patients.  Only  in  the  area  of  interpersonal  relations  was  high 
prevalence  of  problems  cited  by  a  small  minority  of  responding  oph¬ 
thalmologists.  Some  interest  attaches  to  the  category  of  “no  answer 
and  no  opinion”  because  of  variation  in  frequency  noted  for  each 
problem  category.  The  lowest  percentage  of  ophthalmologists  in¬ 
dicating  no  opinion  or  no  answer,  occurs  in  response  to  opinions  on 
economic  problems,  followed  closely  by  emotional  problems — only 
13  per  cent  in  the  former  category  and  14  per  cent  in  the  latter  cate¬ 
gory.  Almost  twice  as  many  ophthalmologists  fell  into  the  “no 
opinion”  and  “no  answer”  category,  when  problems  of  interpersonal 
or  travel  adjustment  were  under  consideration.  In  evaluating  re¬ 
sponses  to  this  question  involving  perception  of  problem,  it  is  of  in¬ 
terest  to  note  that  among  the  selected  group  of  rehabilitation-oriented 
ophthalmologists,  an  almost  equal  number  rated  economic,  emo¬ 
tional  and  travel  problems  as  highly  prevalent,  in  contrast  with  the 
present  group  where  a  greater  number  noted  economic  problems  as 
highly  prevalent,  a  lesser  number  noted  emotional  problems  and  a 
still  smaller  number  noted  travel  problems.  The  two  groups  are 
similar  in  the  lesser  importance  accorded  interpersonal  relations  as  a 
problem  area  in  adjustment. 

The  responses  raise  certain  questions  which  can  only  be  answered 
through  further  study.  For  example,  to  what  extent  is  the  prevalence 
of  economic  problem  which  has  been  noted  tied  to  causes  which  in¬ 
clude  travel  problems  as  an  important  component  ?  The  end-product 
of  inadequate  income  and  economic  dependency  may  delineate  a 
condition  which  is  derivative  and  in  fact  soluble  only  if  other  prob- 
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lems  are  solved  on  a  prior  or  synchronous  basis.  Therefore,  inter¬ 
relationships  among  problems  need  to  be  explored  in  order  to  pro¬ 
vide  a  basis  for  the  multi-faceted  approach  to  a  rehabilitative  program 
which  is  widely  assumed  to  be  required.  But  most  urgent  of  all,  a 
comprehensive  and  objective  study  of  the  array  and  interrelationships 
of  problems  affecting  the  blind  is  needed.  In  the  absence  of  knowl¬ 
edge  gained  in  this  way,  it  is  well-nigh  impossible  to  say  whether 
ophthalmologists  are  perceiving  problems  of  adjustment  in  their 
true  dimensions,  and  if  not,  to  what  degree  and  in  what  way  their 
estimate  is  deficient.  One  procedure,  allowing  for  further  analytic 
penetration  of  this  question  in  relation  to  other  responses,  will  be 
undertaken  in  the  next  chapter. 

Although  travel  problems  ranked  only  third  in  the  perception  of 
prevalence  of  problem  by  ophthalmologists,  a  further  probing  of  atti¬ 
tudes  with  respect  to  travel  will  be  attempted  because  of  the  obvious 
impact  of  this  function  on  other  aspects  of  living. 

The  travel  preferences  of  ophthalmologists  were  selected  as  a  sub¬ 
ject  for  further  investigation  because  of  the  demonstrable  relation 
of  travel  adjustment  to  other  aspects  of  rehabilitation.  Table  VIII 
below  indicates  the  mode  of  travel  adjustment  preferred  by  ophthal¬ 
mologists  as  derived  from  responses  to  a  specific  query  on  this  subject. 


TABLE  VIII.  Ophthalmologist  Preference  as  to 
Travel  Mode  for  Blind  Persons 


Travel  Mode  Preference 

Number 

Percentage 

1.  Would  have  some  preference  for  cane  travel 

32 

18 

2.  Would  have  some  preference  for  dog  guide  travel 

43 

24 

3.  Would  have  some  preference  for  sighted  guide  travel 

8 

4.  Would  have  no  preference  among  the  three 

5.  Would  have  no  preference  as  between  dog  guide 

25 

*4 

and  cane,  but  would  not  prefer  sighted  guide 

28 

16 

6.  Other 

1 

0 

7.  No  opinion  or  no  answer 

37 

20 

Total 

180 

100 

Preferences  of  ophthalmologists  are  dispersed  among  the  several 
choices  listed.  However,  the  largest  single  group  of  ophthalmologists, 
43  in  number  and  accounting  for  24  per  cent  of  the  group,  express  a 
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preference  for  dog  guide  travel,  32  ophthalmologists  or  18  per  cent 
of  the  group  prefer  cane  travel.  In  contrast,  only  14,  or  8  per  cent 
of  the  group  prefer  sighted  guides,  while  a  larger  number,  28,  or 
16  per  cent,  of  the  group  have  no  preference  as  between  cane  or  dog 
guide  travel,  but  would  not  prefer  a  sighted  guide.  Together,  103 
ophthalmologists  expressed  a  preference  for  travel  adjustment  in¬ 
dependent  of  sighted  aid.  They  account  for  58  per  cent  of  the  group. 
The  preference  for  sighted  guides  clearly  represents  a  small  minority 
group.  The  fact  that  25  ophthalmologists,  representing  14  per  cent 
of  the  group  expressed  no  preference  as  among  the  three  modes  of 
travel  adjustment  is  of  some  interest.  Whether  this  lack  of  preference 
indicates  uncertainty  as  to  the  best  adaptation,  or  the  view  that  the 
three  modes  of  adjustment  are  equally  satisfactory  and  efficient  can¬ 
not  be  ascertained  from  the  data  at  hand.  As  with  other  responses  al¬ 
ready  presented,  it  merely  marks  off  an  area  of  ophthalmological 
opinion  worthy  of  further  exploration. 

No  implication  that  any  one  travel  mode  is  best  for  all  patients 
is  intended.  In  this  area  of  travel  preference,  as  in  other  areas  of 
judgment  about  rehabilitative  measures,  uncertainty  as  to  the  best 
course  and  difficulties  of  sound  choice  among  available  alternatives, 
suggest  the  need  for  the  development  and  dissemination  of  principles 
which  may  serve  as  guides  for  those  who  bear  the  burden  of  con¬ 
tinuously  adapting  a  variety  of  techniques  to  the  broad  range  of 
human  situation  encountered  in  practice. 

In  addition  to  the  responses  to  the  focussed  questions  already  pre¬ 
sented,  an  open-end  question,  permitting  wide  latitude  of  response 
was  included.  This  open-end  question  was  concerned  with  the  oph¬ 
thalmologists’  concept  of  the  component  elements  in  adjustment  to 
a  condition  of  irreversible  blindness.  The  responses  to  this  question 
are  in  effect  complementary  to  the  ophthalmologists’  previously  dis¬ 
cussed  view  of  problems  confronting  blind  persons.  These  comments 
represent  the  ophthalmologists’  positive  definition  of  the  terms  which 
define  a  satisfactory  adjustment.  The  following  table  provides  a 
quantitative  summary  of  the  qualitative  discussion  of  the  nature  of 
adjustment. 

It  is  striking  to  note  the  concordance  of  results  obtained  in  re¬ 
sponse  to  this  question  with  those  presented  in  the  previous  discus¬ 
sion  of  prevalence  of  problem.  When  component  features  of  a  satis- 
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TABLE  IX.  Frequency  with  which  Components  of  Satisfactory 
Adjustment  are  Mentioned  by  Ophthalmologists 


Component  Factors 

Number  of  Ophthalmologists 
Citing  This  Factor 

1.  Gainful  Employment 

76 

2.  Positive  Feelings  about  Self  and  Blindness 

71 

3.  Independent  Travel 

31 

4.  Interpersonal  and/ or  Intra-familial  Adj  ustment 

26 

5.  All  Other 

factory  adjustment  are  ranked  according  to  the  frequency  with  which 
they  are  included  in  an  ophthalmologists’  discussion  of  what  con¬ 
stitutes  satisfactory  adjustment,  gainful  employment  receives  the 
heaviest  emphasis;  almost  equal  emphasis  is  accorded  the  need  to 
achieve  and  maintain  positive  feelings  about  self  and  blindness  as  the 
core  of  emotional  adjustment.  These  two  categories  received  more 
than  twice  as  frequent  mention  as  travel  adjustment  and  interpersonal 
and  intrafamilial  relations. 

Referral  Activity 

A  key  index  of  rehabilitative  orientation  consists  of  the  referral 
of  blind  patients  for  rehabilitative  services  in  the  community.  How 
much  activity  of  this  kind  is  carried  on,  and  for  what  services  ? 

In  Table  X  is  presented  the  summarized  responses  of  ophthal¬ 
mologists  as  to  the  extent  and  direction  of  patient  referrals  for  a 
variety  of  services.  The  services  are  arrayed  in  order  of  the  frequency 
of  utilization. 

Referrals  for  vocational  rehabilitation  services  are  most  frequent, 
followed  by  referrals  for  low  vision  aids  and  for  personal  counselling 
or  casework.  Least  frequent  are  referrals  for  special  appliances  and 
for  planned  recreational  activity.  These  low  referral  services  may 
well  be  limited  in  various  local  communities,  or  there  may  be  limited 
information  on  the  part  of  ophthalmologists  concerning  them. 

The  general  picture  is  one  in  which  substantial  proportions  of 
ophthalmologists  make  no  referrals  at  all  for  various  services.  Thus, 
some  35  per  cent  report  no  referrals  at  all  for  personal  counselling 
or  casework,  or  for  training  in  self-care  or  orientation,  28  per  cent 
report  no  referrals  for  financial  assistance  or  library  services,  and  50 
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TABLE  X.  Ophthalmologists  Classified  by  Extent 
and  Type  of  Referral  Activity 


Number  of  Ophthalmologists  Referring 

Type  of  Service 

More  than 
Half  of 
Blind  Patients 

Less  than 
Half 

None 

No  Answer 

Vocational  Rehabilitation 

67 

73 

28 

12 

Low  Vision  Optical  Aids 

45 

88 

29 

18 

Personal  Counseling  or 
Casework 

42 

42 

62 

34 

Training  in  Self-Care 
and  Orientation 

38 

46 

62 

34 

Financial  Assistance 

35 

63 

51 

31 

Library  Services 

34 

58 

5° 

38 

Special  Appliances 

20 

5° 

67 

43 

Planned  Recreational 
Activity 

J3 

25 

90 

52 

Other 

3 

— 

19 

158 

per  cent  make  no  referrals  for  planned  recreational  activities.  It  is 
probably  true  that  among  these  groups  of  ophthalmologists  there  are 
a  number  with  limited  experience  with  blind  persons.  Further,  some 
localities  may  have  limited  services. 

It  is  difficult  to  evaluate  whether  the  current  rate  of  referrals  is 
therefore  commensurate  with  needs,  since  many  other  factors  are  in¬ 
volved.  However,  it  may  be  noted  that  the  estimates  made  by  oph¬ 
thalmologists  as  to  the  prevalence  of  problems  are  somewhat  in  ex¬ 
cess  of  the  volume  or  referral  activity.  Thus,  while  some  75  per  cent 
of  the  respondents  considered  that  some  or  more  blind  persons  were 
affected  by  problems  of  emotional  adjustment  or  interpersonal  ad¬ 
justment,  about  65  per  cent  report  referrals  for  relevant  services. 
While  80  per  cent  consider  that  some  or  more  blind  persons  have 
problems  of  a  financial  nature,  some  72  per  cent  report  referrals. 

Another  part  of  the  referral  picture  may  be  presented,  in  which 
ophthalmologists  are  characterized  by  the  general  referral  rate,  re¬ 
gardless  of  which  types  of  referrals  are  made.  By  a  weighting  pro¬ 
cedure  (see  Appendix  for  Referral  Score  procedure  and  table)  a 
referral  score  was  devised,  depending  upon  the  amount  of  referral 


for  all  types  of  services.  The  respondents  may  be  roughly  divided 
into  two  groups.  One,  with  scores  running  from  zero  to  eight  may  be 
termed  the  “low  referral  group.”  This  group  includes  138  or  78  per 
cent  of  all  the  respondents.  The  “high  referral  group”  with  scores 
running  from  nine  through  sixteen  includes  forty  respondents,  or 
22  per  cent. 

Reference  has  been  made  before  to  a  prior  survey  of  a  group  of 
ophthalmologists  with  particular  experience  and  interest  in  rehabili¬ 
tation.  In  this  group  of  eighteen,  the  percentages  in  the  high  and  low 
referral  groups  were  nearly  reversed.  Seventy-three  per  cent  were  in 
the  “high  referral  group”  and  27  per  cent  in  the  “low  referral  group,” 
a  marked  difference  from  the  results  obtained  in  the  broader  group. 

Is  the  extent  of  referral  as  indicated  in  the  quantitative  data  sum¬ 
marized  and  discussed  scaled  to  meet  the  order  of  need  as  it  really 
exists  for  blind  persons?  No  precise,  quantitative  appraisal  of  the 
adequacy  or  deficiency  of  the  amount  of  referral  in  terms  of  need 
for  service  can  be  attempted.  But  some  yardstick  of  urgency  and  es¬ 
sentiality  of  the  listed  services  is  needed  in  order  to  weigh  the  ade¬ 
quacy  of  referral  activity  as  reported  by  ophthalmologists.  Lacking 
this  yardstick,  it  will  be  necessary  to  render  explicit,  concepts  which 
will  guide  evaluation  in  its  absence.  If  it  is  assumed  that  any  person 
in  facing  a  situation  of  irreversible  blindness,  regardless  of  his  finan¬ 
cial  and  other  resources,  requires  some  irreducible  minimum  of  aid 
in  carrying  through  the  degree  of  life  reorganization  implied  in  an 
adjustment  to  blindness  which  attempts  to  re-establish  functioning, 
then  a  yardstick  of  need  can  be  fashioned.  While  self-education  and 
retraining  are  not  discounted,  the  adjustment  process  is  seen  to  be  too 
complicated  to  be  successfully  carried  through  without  tapping  the 
accumulated  knowledge  and  expertness  which  is  available  through 
specialized  agencies. 

Accepting  this  yardstick  of  inescapable  need  for  some  institutional 
aid,  then  referral  activity  reported  by  ophthalmologists  seems  to  be  un¬ 
derscaled  relative  to  the  need  which  is  presumed  to  exist.  Of  course 
low  referral  by  ophthalmologists  does  not  necessarily  connote  low 
ultilization  of  rehabilitative  services.  The  path  to  the  rehabilitative 
agency  may  not  lead  directly  from  the  ophthalmologist’s  office,  but 
the  patient  may  find  his  way  under  other  influences.  However,  if  re¬ 
habilitation  to  the  fullest  extent  possible  is  a  desideratum  which  is 
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unquestioned,  then  serious  inquiry  needs  to  be  directed  toward  dis¬ 
covering  why  ophthalmologists  are  not  more  deeply  involved  in  re¬ 
ferral.  Some  very  suggestive  and  relevant  comment  on  this  question 
which  has  been  provided  by  the  ophthalmologists  themselves  are: 
Two  ophthalmologists  have  stressed  the  need  to  build  awareness  that 
rehabilitation  is  a  complex  process  calling  for  the  application  of  a 
range  of  skill  and  knowledge  beyond  the  capacities  of  a  single  person. 
As  one  rehabilitation-minded  ophthalmologist  has  stated,  “The  oph¬ 
thalmologist  must  play  an  active  and  in  many  cases  lay  role  in  the 
social  and  economic  adjustment  of  his  patients.  In  most  instances,  this 
will  require  the  help  of  other  agencies  with  whom  cordial  relations 
must  be  established  and  to  whom  such  advice  and  assistance  as  may 
be  required  is  offered.  Another  ophthalmologist  who  provided  com¬ 
ment  similar  in  import,  wrote  as  follows:  “I  believe  that  on  other 
matters  (non-medical)  a  competent,  conscientious,  interested  ‘eye’ 
social  worker  can  do  much  more  for  the  patient  guiding  and  assist¬ 
ing  in  readjustment  and  rehabilitation.  Since  the  training  of  social 
service  workers  is  shorter  than  that  of  doctors,  it  seems  we  ought  to 
encourage  more  of  them  to  go  into  the  ‘eye’  field  to  assist  us  in  this 
important  work.” 

In  addition  to  this  review  of  referral  activity  by  type  of  service  in¬ 
volved,  ophthalmologists  were  also  asked  to  indicate  the  extent  of 

TABLE  XI.  Extent  of  Referral  by  Type  of  Agency 


Agency 


Extensive  Some 
Referral  Referral 


%  of  Opthal-  %  of  Opthal- 
mologists  Maying  mologists  Maying 
Extensive  Ref  Some  Ref 


1.  National  Agency  for 

Blind,  AFB  or  NSPB 

1 1 

37 

6 

21 

2.  State  Commission  for 
the  Blind 

79 

65 

43 

36 

3.  Private  agency  for 
the  blind 

J4 

41 

8 

24 

4.  Private  social  agency — 
Generale.g.FamilyAgency 

4 

25 

2 

r3 

5.  Schools  or  Nurseries 
for  the  Blind 

37 

47 

21 

26 

6.  Other  types  of  Agencies 

5 

— 

2 
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referral  by  type  of  agency.  It  seemed  important  to  learn  something 
about  the  institutional  channels  through  which  ophthalmologists 
were  directing  referrals.  Table  XI  gives  the  responses  to  this  ques¬ 
tion: 

It  is  quite  clear  that  the  agency  most  extensively  utilized  by  oph¬ 
thalmologists  for  referral  is  the  state  agency  for  the  blind.  Schools 
or  nurseries  for  the  blind  are  the  second  most  important  institu¬ 
tions  to  which  referrals  are  made  by  ophthalmologists.  Referrals 
to  other  agencies  are  quite  restricted  in  scale.  Limited  referral  to 
private  social  agencies  whether  general  or  specialized  is  especially 
noteworthy.  The  contrast  in  agency  referral  focus  may  be  seen  in  the 
fact  that  while  43  per  cent  of  all  ophthalmologists  make  extensive 
referrals  to  the  state  agency,  only  2  per  cent  make  extensive  refer¬ 
rals  to  private  family  agencies  and  only  8  per  cent  to  specialized 
private  agencies. 

Lacking  knowledge  concerning  the  availability  of  social  services 
in  a  given  community,  it  is  impossible  to  weigh  the  data  against  the 
potential  referral  which  would  represent  optimum  utilization  of  avail¬ 
able  service.  Some  ophthalmologists  have  commented  on  the  weak¬ 
ness  or  even  absence  of  social  agencies  in  their  states  as  a  reason  for 
low  referral.  Moreover,  the  data  do  not  provide  any  information 
about  the  degree  of  utilization  of  service,  since  many  patients  find 
their  own  way  to  appropriate  agencies.  Also,  in  many  states,  referral 
for  selected  types  of  service  may  be  accomplished  through  the  state 
agency  for  the  blind.  However,  it  is  clear  from  written  comments 
submitted  by  ophthalmologists  that  lack  of  information  about 
relevant  and  available  services  is  a  potent  factor  inhibiting  referral 
to  a  broad  range  of  agencies.  Nor  can  the  sheer  nonexistence  of 
agencies  in  some  communities  be  overlooked  as  a  reason  for  the  re¬ 
ported  nonreferrals. 

It  may  be  useful  to  gather  an  over-all  view  of  the  extent  to  which 
the  5  listed  agencies  are  utilized  by  any  one  ophthalmologist.  The  fol¬ 
lowing  tabulation  provides  this  numerical  measure  of  number  of 
agencies  to  which  ophthalmologists  make  referrals. 

Thus  it  may  be  seen  that  the  largest  group  of  ophthalmologists 
constituting  about  32  per  cent  of  the  total,  utilize  only  one  agency  in 
referral;  the  second  largest  group  accounting  for  26  per  cent  of  the 
group  make  referrals  to  two  agencies,  while  another  18  per  cent  make 
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TABLE  XII.  Ophthalmologists  Classified  by  Number  of 
Agencies  Utilized  in  Referral 


Number  of  Agencies  Utilized  Number  of  Ophthalmologists  Utilizing  Services 


I 

58 

2 

48 

3 

33 

4 

*7 

5 

1 1 

6 

1 

0 

12 

Total 

180 

referrals  to  three  agencies.  Together,  these  groups  account  for  three- 
fourths  of  the  total  number  of  respondent  ophthalmologists.  Ophthal¬ 
mologists  who  utilize  more  than  three  agencies  in  referral  constitute 
a  minority  of  about  1 6  per  cent. 

In  addition  to  questions  dealing  with  referral  by  type  of  service 
and  type  of  agency,  one  question  concerned  with  referral  for  travel 
service  was  included,  because  of  the  concern  of  the  larger  study,  re¬ 
ferred  to  in  the  introduction,  with  travel  adjustment.  Ophthalmolo¬ 
gists  were  asked  whether  they  had  ever  made  referrals  for  travel  serv¬ 
ice  and  if  so,  to  indicate  what  kind.  Table  XIII  indicates  the  extent 
of  referral  for  travel  training  by  type  of  service  sought. 


TABLE  XIII.  Referrals  for  Travel  Training 


Referrals 

No  Referrals 

No  Answer 

1.  Training  in  the  use  of  cane 

41 

117 

22 

2.  Training  in  the  use  of  dog  guide 

49 

118 

r3 

3.  Sighted  guide  service 

8 

*35 

37 

It  is  of  considerable  interest  to  ascertain  ophthalmologists’  evalua¬ 
tion  of  adequacy  of  community  services  as  a  further  element  in  the 
referral  complex.  Ophthalmologists,  in  answering  this  question,  re¬ 
veal  that  they  are  almost  equally  divided  into  two  groups.  One  group 
of  seventy-nine  ophthalmologists  (43  per  cent  of  the  total)  evaluates 
the  adequacy  of  community  services  as  “good,”  and  an  almost  equal 
number  of  seventy-two  ophthalmologists  (40  per  cent  of  the  total) 
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find  them  “fair.”  Only  sixteen  ophthalmologists  (8  per  cent  of  the 
total)  rated  them  as  poor,  while  thirteen  ophthalmologists  (7  per  cent 
of  the  total)  did  not  answer,  or  stated  that  they  had  no  opinion.  Ob¬ 
viously,  these  ratings  cannot  be  taken  as  an  objective  or  even  an  in¬ 
formed  appraisal  of  the  prevailing  quality  of  service.  The  inferences 
which  may  be  drawn  from  the  responses  are,  therefore,  limited  by  the 
fact  that  ophthalmologists  differ  not  only  in  the  degree  of  insight  and 
information  which  infuses  their  evaluation  of  service,  but  in  the 
criteria  of  judgment  which  are  applied.  At  a  later  stage  of  analysis, 
the  relationship  of  the  evaluation  of  service  to  other  attitudinal  and 
behavioral  items  will  be  traced.  At  this  point,  the  fact  that  83  per  cent 
of  all  respondent  ophthalmologists  report  a  moderately  or  stronger 
favorable  attitude  toward  community  services,  provides  ground  for 
regarding  this  area  of  response  as  not  representing  an  obstacle  to  the 
rehabilitation-orientation  of  ophthalmologists. 

While  ophthalmologists,  in  the  qualitative  comments  did  not 
make  any  specific  recommendations  affecting  the  range,  type  and 
quality  of  service,  several  comments  concerned  with  the  coordination 
of  scattered  services  and  with  the  centralization  of  information  about 
them  were  made.  One  ophthalmologist  wrote  to  this  point  as  fol¬ 
lows,  “I  believe  ophthalmologists  should  be  kept  informed  by  some 
central  office  who,  where  and  when  blind  persons  can  be  instructed  in 
social  and  economic  and  vocational  aids  in  their  own  community  so 
they  can  tell  the  blind  person  whom  to  see,  where  he  can  see  him  and 
when  he  can  be  seen.”  Another  ophthalmologist  went  further  and 
stated  that  he  “wants  a  single  agency  to  combine  all  services  offered 
to  the  blind.”  Since  some  ophthalmologists  seem  to  be  concerned  with 
the  structure  of  services,  it  may  be  desirable  to  evaluate  not  only  the 
adequacy  of  rehabilitation  services  in  a  given  community,  but  it  may 
also  be  necessary  to  determine  whether  these  services  fit  into  an  ar¬ 
ticulated  program  known  to  ophthalmologists  and  understood  by 
patients. 

Source  of  Knowledge 

Having  surveyed  some  critical  features  of  the  doctor-patient  re¬ 
lationship  and  a  few,  significant  aspects  of  the  ophthalmologists’ 
opinions,  judgments  and  rehabilitative  action  concerning  the  psycho¬ 
social  problems  that  may  accompany  a  condition  of  irreversible 
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blindness,  it  appears  vital  to  learn  what  educational  and  experiential 
sources  have  helped  to  frame  the  ophthalmologist’s  outlook  and  to 
influence  his  practice  motives.  For  this  reason,  the  ophthalmologists 
were  asked  to  indicate  to  what  extent  their  knowledge  of  the  prob¬ 
lems  of  blindness  was  drawn  from  particular  sources.  Responses  to 
this  question  are  summarized  in  the  table  below: 


TABLE  XIV.  Sources  to  which  Ophthalmologists  Attribute  Their 
Knowledge  of  Social-Psychological  Aspects  of  Blindness 


Much 

Some 

Little 

None 

No  Answer 

1.  Formal  Professional 

Training  in  Ophthalmology 

31 

42 

60 

24 

23 

2.  Medical  and  Ophthal¬ 
mological  Literature 

19 

67 

65 

10 

19 

3.  Psychiatric  and  Social 

Work  Literature 

6 

23 

60 

59 

32 

4.  Your  Own  Direct 
Experience 

89 

55 

23 

0 

r3 

5.  Experience  in  Working 
with  Others  (nurses, 
social  workers,  etc.) 

31 

59 

5° 

20 

20 

It  may  be  seen  from  the  table  above  that  the  largest  single  group¬ 
ing  consists  of  ophthalmologists  who  credit  their  own  experience  as 
the  major  source  from  which  this  knowledge  derives.  They  account 
for  nearly  half  of  the  total  group  (48  per  cent).  If  joined  with  the  ad¬ 
ditional  30  per  cent  who  attribute  some  knowledge  drawn  from  di¬ 
rect  experience,  then  it  becomes  the  most  important  source  of  knowl¬ 
edge  for  a  majority  of  respondent  ophthalmologists.  As  major  sources 
of  knowledge,  formal  training  and  experience  in  working  with 
others  are  next  in  importance  to  direct  experience,  but  of  far  lesser 
significance.  Only  19  per  cent  of  all  ophthalmologists  credit  either 
formal  training  or  experience  in  working  with  others  as  a  major 
source  of  knowledge.  However,  even  fewer  ophthalmologists  cite 
ophthalmological  and  medical  literature  or  psychiatric  and  social 
work  literature  as  a  major  source.  Only  10  per  cent  credit  the  former 
and  3  per  cent  credit  the  latter  as  sources  from  which  they  derive 
much  knowledge. 

The  picture  is  somewhat  altered  if  ophthalmologists  are  grouped 
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according  to  whether  they  credit  a  given  source  with  some  or  much 
knowledge  drawn  therefrom.  As  has  been  pointed  out,  direct  experi¬ 
ence  is  the  leading  source,  credited  by  more  than  three-fourths  of  the 
group  (78  per  cent).  Experience  in  working  with  others  is  credited 
by  half  the  group  (50  per  cent) .  Almost  half  the  group  (47  per  cent) 
credit  both  medical  and  ophthalmological  literature  and  formal  train¬ 
ing  as  sources  from  which  they  derive  some  or  much  knowledge. 
Clearly,  psychiatric  and  social  work  literature  represent  the  least 
significant  source  of  knowledge  for  the  group.  These  results  are  in 
accord  with  the  majority  response  of  the  group  of  ophthalmologists 
surveyed  earlier,  who  cited  direct  personal  experience  and  work  with 
others  as  their  major  sources  of  knowledge. 

One  ophthalmologist  writes,  “I  think  ophthalmologic  residencies 
are  woefully  lacking  in  the  teaching  of  how  to  care  for  the  totally 
blind.  Although  my  residency  was  from  one  of  the  larger  hospitals, 
we  were  never  taken  in  to  see  or  talk  with  social  workers  in  this 
very  important  auxiliary  field.”  Another  states,  “I  am  board  certified 
FACS  (Fellow  of  the  American  College  of  Surgeons),  have  had 
good  training  and  have  never  taken  less  than  three  postgraduate 
courses  per  year — yet  I  have  had  absolutely  no  training  or  have  no 
information  on  what  agencies  are  available.”  Some  ophthalmologists 
have  suggested  that  they  “during  final  residency  training  conduct  a 
series  of  lectures  (four  to  six  hours)  on  the  problems  of  the  blind  and 
the  facilities  that  are  generally  available.”  Another  has  suggested  that 
he  would  find  “occasional  forums  or  meetings  on  problems  of  blind¬ 
ness”  helpful,  as  well  as  “more  literature  from  institutions  concerned 
with  the  blind  to  ophthalmologists.”  It  has  also  been  suggested  that 
“state  ophthalmological  societies  could  and  should  mimeograph  a 
few  sheets  concerning  availability  of  services  in  their  state.”  Other 
comments  touch  on  the  need  to  understand  problems  that  may  ac¬ 
company  blindness  as  well  as  the  need  to  know  something  of  avail¬ 
able  services.  In  this  vein,  one  ophthalmologist  writes,  “The  average 
ophthalmologist  who  has  not  worked  with  the  blind  has  little  knowl¬ 
edge  of  service  or  agencies  available  to  him  for  patient  cure.  The  train¬ 
ing  in  ophthalmology  does  not  touch  upon  any  aspect  of  dealing  with 
blindness  or  blind  people.  The  ophthalmologist  would  be  a  more  ef¬ 
fective  doctor  if  he  were  given  an  opportunity  in  the  training  period 
to  see  blindness  as  part  of  his  future  responsibility.” 
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The  data  presented  above  raise  the  question  as  to  whether  knowl¬ 
edge  of  psycho-social  problems  drawn  from  formal  training  and  oph- 
thalmological,  psychiatric  and  social  work  literature  cannot  be  ap¬ 
preciably  augmented.  Heavy  reliance  on  experience  means  a  trial 
and  error  method,  a  more  burdensome  decision-making  process.  Need 
seems  to  exist  for  developing  a  core  of  validated  principles  in  this 
realm,  which  will  then  be  effectively  communicated  through  train¬ 
ing  and  literature  to  ease  the  tentative  and  even  negative  approaches 
which  may  affect  rehabilitative  efforts,  without  reducing  the  vital 
individuation  of  practice  which  is  necessary  in  good  doctor-patient 
relationships. 

Summary 

Before  proceeding  to  the  second  stage  of  analysis  in  which  an  at¬ 
tempt  to  probe  for  interrelationships  among  the  component  items  in 
the  questionnaire  will  be  made,  a  summary  of  the  findings  already 
presented  will  help  to  fix  significant  conclusions  and  questions  in 
mind.  Some  of  these  findings  have  a  clear  importance  for  profes¬ 
sional  policy  and  further  research. 

The  rationale  of  the  questionnaire  survey  that  forms  the  basis  of 
this  report  stems  from  a  central  concern  with  the  rehabilitation  of 
persons  confronted  with  a  condition  of  irreversible  blindness.  In  con¬ 
sidering  how  the  rehabilitative  process  may  be  hastened  and  its  goals 
be  directed,  it  is  recognized  that  the  doctor  stands  at  the  pivotal  point 
when  a  patient  first  confronts  the  rehabilitative  challenge.  This  study 
represents  an  exploratory  effort  to  learn  something  about  the  elements 
of  practice  which  have  a  potential  bearing  on  the  positive  or  negative 
influences  doctors  exercise  in  behalf  of  rehabilitative  goals. 

i.  Definition  of  Ophthalmological  Role 

The  most  important  single  finding  concerns  the  definition  of 
role  accepted  by  ophthalmologists.  The  questionnaire  results  indicate 
that  almost  half  the  group  (46  per  cent)  adhere  to  a  conception  of 
role  which  goes  beyond  medical  treatment  for  eye  pathology  to  in¬ 
clude  positive  attention  to  the  social  and  psychological  adjustment  of 
patients  and  referral  for  service  to  rehabilitative  agencies,  while  an¬ 
other  44  per  cent  indicate  belief  that  the  doctor  should  refer  nonmedi¬ 
cal  problems  to  appropriate  agencies.  Together,  these  two  groups 
which  accept  responsibility  for  nonmedical  concerns  to  some  degree, 
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represent  90  per  cent  of  the  group.  The  results  provide  the  required 
sanction  of  ophthalmological  opinion  for  intensified  search  for  ways 
and  means  of  enhancing  the  constructive  efforts  doctors  wish  to  make 
in  behalf  of  their  patients’  rehabilitation. 

2.  Other  Aspects  of  Doctor-Patient  Relationship 

A.  Practice  Setting:  Survey  results  reveal  two  groups  of  almost 
equal  size — those  ophthalmologists  who  are  engaged  in  private 
practice  only  and  those  who  have  a  hospital  or  clinic  practice 
or  hospital  or  clinic  administrative  responsibilities.  Ophthal¬ 
mologists  who  maintain  consultative  relationships  with  social 
agencies  constitute  a  small  minority.  These  findings  are  sig¬ 
nificant  because  they  indicate  the  differences  in  practice  base 
which  may  affect  practice  policies.  Because  of  the  size  of  the 
group  involved  in  private  practice  only,  care  must  be  taken  in 
the  development  of  professionally  approved  canons  of  practice 
that  these  modes  are  adapted  to,  communicated  to  and  accepted 
by  practitioners  who  are  not  involved  in  institutional  relation¬ 
ships  of  any  kind. 

B.  Timing  of  Information  and  Maintenance  of  Hope:  With  re¬ 
spect  to  the  timing  of  information  concerning  a  medically 
established  condition  of  irreversible  blindness,  a  majority  repre¬ 
senting  62  per  cent  of  the  total  group  indicated  belief  that  a 
policy  of  individual  timing  should  be  applied,  while  the  mi¬ 
nority  endorsed  the  policy  of  early  timing  with  no  or  few  ex¬ 
ceptions.  With  respect  to  the  question  of  whether  some  hope 
for  improvement  should  be  left,  a  majority  of  63  per  cent  in¬ 
dicated  that  they  do  not  believe  in  maintaining  hope  without 
medical  justification,  but  a  minority  of  31  per  cent  took  a 
position  favoring  maintenance  of  hope  for  improvement. 
In  these  two  critical  policy  areas,  enough  divergence  of  opinion 
with  implications  for  divergence  in  practice,  has  been  un¬ 
covered  as  to  underline  the  need  for  providing  validated 
grounds  to  which  a  broader  consensus  may  be  pledged. 

C.  Responsibility  for  Conveying  Information:  With  respect  to 
the  question  of  who  informs  the  patient  about  a  condition  of 
irreversible  blindness,  the  respondent  group  has  indicated 


39 


striking  unanimity  of  opinion.  According  to  almost  three- 
fourth  of  the  group  (71  per  cent)  the  doctor  carries  out  this 
responsibility  alone;  another  (25  per  cent)  feel  that  the  doctor 
has  the  primary  responsibility  but  may  share  it  with  others. 
Together,  these  two  views  account  for  96  per  cent  of  the  total 
group. 

].  Ophthalmologists'  Attitudes  toward  Blindness  and  Perception  of 

Psycho-Social  Problems  of  Adjustment  to  Blindness 

A.  Ophthalmologists’  Optimism  or  Pessimism  re  Future  Life  for 
Patient  and  Expectations  Concerning  his  Contribution  to  So¬ 
ciety:  Final  perceptions  of  problems  attending  a  condition  of 
blindness  are  compounded  of  many  elements,  which  interact 
in  subtle  ways,  difficult  to  separate  and  catch  up  in  simple 
measures.  However,  a  rough  assessment  of  the  future  can 
reveal  something  of  the  framework  of  attitudes  and  expecta¬ 
tions  which  an  ophthalmologist  brings  to  bear  on  rehabilita¬ 
tive  questions.  The  survey  results  indicate  that  27  per  cent  of 
all  ophthalmologists  assess  the  chance  for  a  happy  and  useful 
life  for  their  patients  with  some  optimism  and  39  per  cent 
with  considerable  optimism,  together  forming  a  majority  of 
66  per  cent.  A  substantial  minority  of  25  per  cent  has  revealed 
a  decidedly  pessimistic  outlook.  As  to  expected  contributions 
to  society  when  compared  with  sighted  persons,  a  majority 
of  78  per  cent  expect  either  some  or  considerable  differences 
in  the  contribution  to  society  which  a  blind  person  may  make 
when  compared  with  a  sighted  person. 

Survey  results,  drawn  from  responses  to  these  two  ques¬ 
tions,  indicate  the  existence  of  a  substantial  number  of  oph¬ 
thalmologists  whose  basic  orientation  to  the  future  may  serve 
to  inhibit  practical  interest  in  rehabilitative  measures  and  may 
retard  prompt  consideration  of  a  rehabilitation  program.  These 
attitudes,  then,  must  be  taken  as  denoting  an  area  of  profes¬ 
sional  opinion  calling  for  further  attention  on  the  part  of  those 
committed  to  maximum  rehabilitative  efforts.  It  is  not  unrea¬ 
sonable  to  assume  that  the  underlying  thrust  behind  a  rehabili¬ 
tative  program  must  be  the  belief,  firmly  and  sincerely  held, 
that  the  effort  will  be  rewarded  by  results.  A  superficial  gloss 
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of  optimism,  masking  a  defeatist  view  of  rehabilitative  poten¬ 
tial,  cannot  stimulate  the  interest  in  rehabilitation  that  a  real¬ 
istic  appreciation  of  what  can  be  achieved  will  serve  to  arouse. 

B.  Perception  of  Problems  of  Adjustment:  Lacking  objective  in¬ 
formation  concerning  the  prevalence  of  given  problems  in  ad¬ 
justment,  ophthalmologists’  estimates  of  prevalence  are  useful, 
as  such,  but  even  more  important  as  suggesting  the  lines  of  em¬ 
phasis  which  they  might  be  likely  to  seek  in  rehabilitative  serv¬ 
ices.  When  ranked  by  problem  focus,  according  to  the  esti¬ 
mated  number  of  patients  affected,  economic  problems  are 
perceived  as  paramount.  More  than  half  of  all  ophthalmolo¬ 
gists  estimate  that  half  or  more  of  their  patients  have  economic 
problems.  Economic  problems  are  followed  in  importance  by 
emotional  problems.  In  this  problem  area,  almost,  but  not 
quite  half  of  all  ophthalmologists  estimate  that  half  or  more  of 
their  patients  have  such  problems.  Travel  problems  rank  as 
third  in  incidence  according  to  ophthalmologists’  estimates. 
Somewhat  more  than  one-third  of  all  ophthalmologists  find 
that  half  or  more  of  their  patients  have  travel  problems.  Inter¬ 
personal  problems  are  designated  as  the  area  of  least  signifi¬ 
cance,  with  only  n  per  cent  of  all  ophthalmologists  indicating 
that  half  or  more  of  their  patients  have  problems  in  getting 
along  with  others.  The  differences  in  problem  perception  re¬ 
vealed  by  responses  indicates  the  need  for  providing  an  ob¬ 
jective  estimate  of  problem  incidence  and  communicating  the 
facts  to  ophthalmologists.  Ultimately,  planning  of  service  for 
an  intensified  rehabilitative  effort  would  require  reliable  analy¬ 
sis  of  problem  incidence  and  their  interrelationships.  In  the 
absence  of  such  information,  it  is  not  possible  to  say  whether 
ophthalmologists’  perceptions  are  in  accord  with  patient’s  per¬ 
ception  of  problem  or  that  of  other  professional  personnel. 

C.  Travel  Mode  Preferences:  As  part  of  the  general  interest  in 
areas  of  common  and  divergent  thinking,  ophthalmologists’ 
travel  preferences  were  sought.  It  is  significant  to  note  that  58 
per  cent  of  all  ophthalmologists  indicate  a  travel  mode  prefer¬ 
ence  which  stresses  independence  of  human  aid.  Of  this  group, 
18  per  cent  prefer  cane  travel,  24  per  cent  dog  guide  travel  and 
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1 6  per  cent  have  no  preference  as  between  the  two  modes.  In 
contrast,  only  8  per  cent  prefer  sighted  guides  and  14  per  cent 
have  no  preference  as  among  the  three  travel  modes,  while  20 
per  cent  expressed  no  opinion.  The  wide  spread  of  opinion  in¬ 
cluding  the  significant  size  of  the  “no  opinion”  group  is  sug¬ 
gestive  of  uncertainty  or  variability  in  criteria  of  judgment. 
Further  exploration  of  what  constitutes  appropriate  modes  of 
travel  in  terms  of  independence  and  range  of  movement  seems 
needed. 

4.  Action  T oward  'Rehabilitative  Goals 

A.  Extent  of  Referral  to  Rehabilitative  Agencies :  Little  has  been 
known  about  the  ophthalmologists  role  in  referral  of  patients 
for  rehabilitative  service.  The  information  submitted  by  oph¬ 
thalmologists  themselves  in  this  study  provides  rough  but  use¬ 
ful  estimates  of  their  referral  activity. 

Ophthalmologists’  estimates  indicate  that  they  do  not  en¬ 
gage  in  referral  activity  on  behalf  of  a  majority  of  their 
patients  for  any  category  of  service.  Referral  for  vocational  re¬ 
habilitation  is  the  focus  of  the  greatest  amount  of  referral  ac¬ 
tivity.  Even  in  this  area,  only  38  per  cent  of  all  ophthalmolo¬ 
gists  refer  half  or  more  of  their  patients  for  service.  Visual  aids 
constitute  the  second  most  important  referral  focus.  Negative 
referral  (including  the  “no  answer”  group)  assumes  signifi¬ 
cant  proportions  in  six  areas  of  service:  personal  counselling, 
training  in  self-care  and  orientation,  library  services,  special 
appliances  and  financial  assistance.  On  the  basis  of  a  weighting 
procedure  described  in  the  Appendix,  low  referral  represents 
the  dominant  pattern  with  138  ophthalmologists  receiving  a 
low  referral  score  and  40  receiving  a  high  referral  score.  The 
data  accumulated  on  referral  suggest  the  possibility  that  refer¬ 
ral  activity  is  underscaled  relative  to  the  need  which  is  pre¬ 
sumed  to  exist.  Differences  among  ophthalmologists  relate  not 
only  to  differences  in  extent  of  referral  but  in  the  range  of  re¬ 
habilitative  service  for  which  referral  is  made.  These  differ¬ 
ences  may  reflect  variation  in  patient  need  and  community 
services.  However,  they  also  call  attention  to  the  fact  that  oph¬ 
thalmologists  vary  in  their  knowledge  of  patients’  need  for 
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rehabilitative  services  and  community  resources.  It  may  be 
necessary  to  communicate  requisite  knowledge  to  ophthal¬ 
mologists  in  some  effective  manner,  if  the  spread  between  the 
low  referral  and  high  referral  group  is  to  be  narrowed. 

B.  Evaluation  of  Community  Services:  In  rating  their  community 
rehabilitative  services  ophthalmologists  tend  to  a  favorable  eval¬ 
uation.  A  large  majority  constituting  83  per  cent  of  the  group 
finds  community  service  to  be  either  “good”  or  “fair.”  This 
positive  evaluation  indicates  that  character  and  quality  of  serv¬ 
ice  is  not  a  barrier  which  limits  referrals  by  ophthalmologists. 

5.  Sources  of  Knowledge 

It  is  of  key  importance  to  the  development  of  a  professional 
consensus  to  learn  from  what  sources  ophthalmologists  draw 
their  working  knowledge  of  rehabilitative  problems  and  po¬ 
tentials.  More  than  three-fourths  of  all  ophthalmologists  credit 
their  own  direct  experience  as  the  major  source  of  knowledge. 
Formal  training  and  experience  in  working  with  others  are 
the  second  most  important  sources  of  knowledge,  but  of  far 
lesser  significance  than  direct  experience.  Ophthalmological, 
psychiatric  and  social  work  literature  represent  the  least  sig¬ 
nificant  sources.  Future  professional  interest  in  rehabilitative 
goals  might  be  effectively  aided  if  the  period  of  formal  train¬ 
ing  could  become  a  more  influential  carrier  of  validated  knowl¬ 
edge  along  with  literature  which  serves  ophthalmologists.  Ex¬ 
perience  is  an  indispensable  teacher,  but  training  and  literature 
exist  to  enrich  and  inform  experience. 
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Ill 

CORRELATES  OF  REFERRAL  ACTIVITY 


In  the  previous  chapter,  the  responses  of  a  broadly  representative 
group  of  ophthalmologists  have  been  described,  and  compared  with 
those  characterizing  a  small  group  of  ophthalmologists  selected  for 
their  known  experience  and  interest  in  rehabilitation. 

The  section  which  follows  is  concerned  with  some  of  the  internal 
relationships  among  the  responses  of  the  broad  group  of  ophthalmol¬ 
ogists.  Of  all  the  possible  relationships  of  responses  to  each  other,  one 
set  is  now  selected  for  attention.  This  consists  of  the  paired  relation¬ 
ships  between  the  extent  of  referral  activity  of  ophthalmologists,  as 
measured  by  the  referral  activity  score  on  the  one  hand,  and  each  of 
a  series  of  ten  items  concerned  with  opinions,  attitudes  and  practices 
reported  by  ophthalmologists  on  the  other. 

The  objective  of  this  examination  is  to  ascertain  which  factors,  if 
any,  are  associated  with  high  referral  activity.  If  activity  in  referring 
patients  for  social-rehabilitative  service  is  assumed  to  be  helpful,  then 
it  is  of  importance  to  know  which  factors  are  associated  with  it. 

Perceived  Prevalence  of  Problems 

Awareness  that  problems  exist  is  one  of  the  first  such  factors  pos¬ 
sibly  linked  to  referral  activity.  That  is,  perception  of  the  prevalence 
of  problems  may  reasonably  be  thought  of  as  one  of  the  precondi¬ 
tions  for  referral  activity. 

To  test  the  suggested  relationship,  the  next  table  compares  the 
proportion  of  high  referral  activity  scores  among  those  who  consider 
that  specified  problems  are  prevalent  (among  some  or  most  blind 
persons)  with  the  proportion  having  high  referral  scores  among  those 
who  estimate  that  the  problem  affects  few  if  any  blind  persons.  The 
hypothesis  is  that  those  perceiving  wider  prevalence  will  be  more 
likely  to  engage  in  extensive  referral  activity  than  those  not  consider¬ 
ing  the  problems  to  be  prevalent.  With  this  hypothesis,  as  with  all 
the  others  to  be  tested,  there  are  obviously  other  factors  involved  than 
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the  ones  being  examined.  For  purposes  of  analysis,  the  relationship 
under  review  is  abstracted  from  a  more  complex  set  of  interrelation¬ 
ships. 


TABLE  XV.  Number  and  Percentage  of  Ophthalmologists  in  High 
Referral  Group,  by  Degree  of  Estimated  Prevalence 


Problems 

(. Percentages  given  in  parenthesis ) 
Number  and  Percentage  in  High  Referral 
Group  Among  Those  Who  Consider 
Problem  Affects 

Difference  in 
Percentages 

Some  or  Most 
Blind  Persons 

Few  if  Any 

Emotional 

Maladjustment 

Interpersonal 

36  (28) 

1  (5) 

23 

Difficulties 

25  (31) 

10  (17) 

14 

Economic  Problems 

36  (25) 

0  (0) 

25 

Travel  Problems 

29  (26) 

3  (15) 

1 1 

The  table  indicates  clearly  that  whatever  type  of  problem  is  con¬ 
sidered,  there  is  a  distinct  difference  in  the  amount  of  referral  ac¬ 
tivity  of  those  who  consider  the  problem  to  be  widely  prevalent  and 
those  who  do  not.  Uniformly,  those  who  perceive  the  problem  as 
more  widely  prevalent  are  proportionately  more  active  in  referral.1 

Expectations  of  Future  Adjustment  of  Blind  Persons 

Obviously  the  sheer  perception  of  problems  is  not  the  only  factor 
which  affects  referral  activity.  Possible  next  links  in  the  chain  leading 
to  referral  activity  consist  of  certain  expectations  held  by  ophthal¬ 
mologists.  For  example,  it  may  be  hypothesized  that  ophthalmolo¬ 
gists  who  believe  that  blind  persons  have  a  better  than  even  chance 
to  lead  fairly  happy  useful  lives  will  be  more  active  in  referral  than 
those  who  are  less  optimistic.  To  test  this  presumed  relationship, 
the  proportions  contributed  to  the  high  referral  group  by  the  “opti¬ 
mistic”  and  “less  optimistic”  groups  may  be  compared.  The  hypothe- 

1  Using  a  chi  square  test  of  significance,  three  of  these  four  relationships  have  a 

probability  of  chance  occurrence  less  than  .05,  and  hence  may  be  said  to  be  statistically 
significant.  The  fourth  relationship,  between  estimated  prevalence  of  travel  problems 
and  extent  of  referral  activity  is  not  significant  at  an  .05  level  in  the  sample  tested. 
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sis  is  that  the  “optimistic”  group  is  proportionately  more  to  be 
found  in  the  high  referral  group  than  is  the  “less  optimistic”  group. 

The  actual  findings  are  that  29  out  of  116  who  believe  that  blind 
persons  have  a  better  than  even  chance  to  lead  happy  useful  lives  are 
in  the  high  referral  group  (25  per  cent)  while  seven  out  of  forty-five 
who  are  less  optimistic  (15  percent)  are  in  the  high  referral  group; 
a  difference  of  10  per  cent  in  favor  of  the  more  optimistic  group.2 

A  related  questionnaire  item  asks  ophthalmologists  the  extent  of 
differences  in  the  contribution  to  society  which  blind  and  sighted 
persons  may  be  expected  to  make.  In  a  way,  this  question  constitutes 
another  inquiry  into  the  degree  of  optimism  as  to  the  future  adjust¬ 
ment  of  blind  persons.  The  hypothesis  would  be,  following  the  pre¬ 
vious  line  of  reasoning,  that  those  believing  that  little  or  no  difference 
in  the  expected  contribution  of  blind  persons  to  society  exists  would 
be  more  likely  to  engage  in  referral  activity  than  those  who  have  dif¬ 
ferent  expectations  for  blind  and  sighted  persons. 

Actually,  eight  of  twenty-five  of  those  with  equivalent  expecta¬ 
tions  of  blind  and  sighted  persons  or  social  contribution  engage  in  ex¬ 
tensive  referral  activity  (32  per  cent)  as  compared  with  29  of  139  or  21 
per  cent  of  those  who  believe  that  some  or  considerable  difference  in 
the  contribution  of  blind  persons  to  society  may  be  expected.  There 
is,  then,  a  difference  of  n  per  cent  in  favor  of  those  with  equivalent 
expectations,3 

Definition  of  Ophthalmologist’ s  Role 

Having  considered  the  relationship  of  awareness  of  problems  af¬ 
fecting  blind  persons  and  optimism  as  to  outcome  of  blindness  to 
referral  activity,  attention  may  next  be  directed  to  the  way  in  which 
ophthalmologists  define  the  scope  of  their  responsibility.  Presumably, 
if  ophthalmologists  define  their  roles  broadly,  they  are  more  likely  to 
take  action  of  a  broader  kind.  Specifically,  the  hypothesis  would  be 
that  those  who  consider  that  ophthalmologists  should  give  positive 
attention  to  the  future  social  and  psychological  adjustment  of  his 
blind  patients  are  more  likely  to  engage  in  extensive  referral  activity 
than  those  who  do  not  define  the  role  as  broadly. 

2  However,  the  chi  square  test  of  significance  indicates  that  chance  occurrence  is 
greater  than  .05. 

3  The  difference  is  not  large  enough,  when  the  chi  square  test  of  significance  is 
applied,  to  occur  by  chance  less  than  .05. 
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Analysis  of  the  findings  indicates  that  23  of  82  defining  the  oph¬ 
thalmologists’  role  most  broadly  carry  on  extensive  referral  activity 
(28  per  cent)  compared  with  14  of  90  or  16  per  cent  of  those  defining 
the  role  less  broadly.  There  is,  then  a  12  per  cent  difference  in  favor 
of  those  who  define  the  role  broadly.4  It  may  then  be  said  that  a 
probable  association  exists  between  a  broad  definition  of  the  ophthal- 
mological  role  and  the  extent  of  referral  activity. 

Informing  the  Patient  of  Blindness 

We  may  now  consider  two  ophthalmological  practices  concerned 
with  informing  the  patient  of  blindness  as  they  are  possibly  related 
to  the  extent  of  referral  activity.  It  has  been  pointed  out  earlier  that 
in  a  small  group  of  ophthalmologists  selected  for  experience  and  in¬ 
terest  in  rehabilitation,  such  relationships  were  found.  Specifically, 
emphasis  on  early  timing  of  information  to  the  patient  of  blindness, 
and  avoidance  of  the  practice  of  leaving  hope  for  physical  recovery 
when  a  medically  established  condition  of  blindness  existed,  were 
found  to  be  related  to  more  extensive  referral  activity.  Moreover, 
these  two  principles  were  generally  considered  by  this  special  group 
to  be  sound.  The  question  now  arises  as  to  whether  these  relation¬ 
ships  would  hold  true  for  the  responses  of  the  larger,  more  respon¬ 
sible  group  now  being  examined. 

As  for  the  timing  of  information,  the  hypothesis  would  be  that  a 
greater  proportion  of  those  who  believe  that  information  should  be 
given  as  soon  as  medically  certain,  with  or  without  exceptions,  would 
be  found  among  the  high  referral  group  than  would  those  who  em¬ 
phasize  individualization  of  timing  over  the  early  giving  of  infor¬ 
mation.  Actually,  no  essential  difference  emerges. 

Specifically,  12  out  of  54  of  those  who  emphasize  early  timing 
over  individualization  are  in  the  extensive  referral  group  (22  per 
cent),  as  compared  with  25  of  hi  or  the  same  percentage  of  those 
who  do  not. 

The  situation  is  basically  similar  for  the  presumed  relationship 
between  the  policy  of  not  leaving  hope  for  improvement  when  a 
medically  established  condition  of  blindness  exists.  Thus,  those  who 
favor  this  policy  have  25  of  113  or  22  per  cent  in  the  high  referral 
group,  as  compared  with  13  of  57  or  23  per  cent  of  those  who  believe 

4  Statistically  significant  at  less  than  .05,  with  a  chi  square  test  of  significance. 
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hope  should  always  be  left.  Again  a  negligible  difference  of  i  per  cent 
exists,  although  it  is  in  the  direction  against  the  hypothesis. 

Thus  the  findings  do  not  confirm  those  found  in  the  previous 
group.  However,  a  statement  that  the  relationship  does  not  exist  can¬ 
not  be  finally  made.  Further  research,  possibly  with  other  ways  of 
getting  at  the  information  in  question,  may  be  warranted. 

Awareness  of  Community  Services 

One  final  item  in  the  questionnaire  may  be  brought  into  the  analy¬ 
sis.  This  item  refers  to  the  rating  of  the  adequacy  of  community  serv¬ 
ices  for  blind  persons  made  by  ophthalmologists.  It  might  logically  be 
presumed  that  a  final  link  in  the  chain  of  factors  leading  to  referral 
for  rehabilitative  services  would  consist  of  awareness  and  contact 
with  community  service.  One  question,  which  asks  the  opinions  of 
ophthalmologists  as  to  the  adequacy  of  community  services,  gives 
some  index  of  this  awareness.  It  would  seem  logical  to  assume  that 
those  who  had  no  opinion  as  to  the  adequacy  of  services  were  less 
aware  of  and  less  in  contact  with  such  services  than  those  who  had 
an  opinion. 

Of  those  who  had  opinions,  40  of  165  were  in  the  high  referral 
group  (24  per  cent),  whereas  none  of  those  who  had  no  opinions 
were  in  the  high  referral  group.5  One  inference  to  be  drawn  from 
this  finding  is  that  having  an  opinion,  whatever  it  is,  as  to  the  level 
of  community  service,  is  probably  associated  with  more  extensive  re¬ 
ferral  activity. 

The  Practice  Setting 

It  is  of  interest  to  examine  whether  the  setting  of  ophthalmolo- 
gical  practice  bears  any  relationship  to  the  extent  of  referral  activity. 
For  this  purpose,  ophthalmologists  have  been  classified  into  three 
groups:  those  who  only  practice  in  private;  those  who  practice  in  a 
hospital  (though  they  may  also  have  private  practice)  and  those  who 
act  as  consultants  to  social-rehabilitative  agencies  (though  they  may 
also  practice  privately  or  in  hospitals).  The  next  table  compares  the 
extent  of  referral  carried  on  by  each  of  these  groups. 

The  table  indicates  differences  in  the  proportion  of  those  in  each 
“practice  setting”  group  who  are  in  the  high  referral  group.  Thus  11 

5  Statistically  significant  at  less  than  .05  with  a  chi  square  test  of  significance. 
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TABLE  XVI.  Setting  of  Ophthalmological  Practice 
by  Extent  of  Referral 


Type  of  Practice 

Extent  of  Referral 

Low  High  No  Answer 

Total 

Private  only 

60 

I  I 

I 

72 

All  hospital,  excluding  consultants 

54 

I 

72 

All  Consultants 

l9 

10 

29 

No  Answer 

5 

2 

7 

Total 

HH 

Go 

OO 

40 

2 

180 

of  72  ophthalmologists,  or  15  per  cent  of  those  whose  practice  is  com¬ 
pletely  private  are  in  the  high  referral  group,  compared  with  24  per 
cent  of  those  who  have  hospital  practice  and,  34  per  cent  of  those  who 
act  as  consultants  to  social-rehabilitative  agencies.  Thus  it  is  the  group 
restricted  to  private  practice  which  is  least  likely  to  engage  in  exten¬ 
sive  referral  activity.6 

It  may  be  inferred  that  the  quantity  and  quality  of  experience 
which  characterizes  private  practice  stimulates  referral  of  blind  per¬ 
sons  for  social-rehabilitative  services  to  a  lesser  degree  than  other  prac¬ 
tice  settings;  yet  it  has  also  been  found  that  the  major  source  of 
knowledge  of  social  and  emotional  aspects  of  blindness  is  experience, 
rather  than  professional  training.  These  two  findings  describe  a 
problematic  situation.  On  the  one  hand,  the  ophthalmologist  in  pri¬ 
vate  practice  is  not  likely  to  have  secured  knowledge  and  attitudes 
relevant  to  a  rehabilitative  orientation  in  his  basic  professional  train¬ 
ing.  However,  as  compared  with  other  ophthalmologists,  the  doctor 
whose  only  practice  is  private  may  have  less  stimulus  to  acquire  a 
rehabilitative  orientation  than  other  doctors.  This  dilemma  suggests 
that  at  least  for  future  ophthalmologists,  the  rehabilitation  component 
should  be  built  into  the  programs  of  professional  training  for  oph¬ 
thalmologists. 

Other  Relationships 

Analysis  of  the  relationships  of  all  the  factors  examined  with  each 
other,  rather  than  with  the  extent  of  referral  activity,  indicates  that 

6  The  difference  between  the  proportion  in  the  high  referral  group  is  statistically 
significant  at  less  than  .05,  when  tested  by  chi  square. 
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most  of  them  are  positive  but  slight,  while  some  of  them  are  negative 
but  slight.  Thus  the  relationships  of  each  of  these  factors  to  the  extent 
of  referral  activity  is  greater  in  most  instances  than  their  relation¬ 
ships  to  each  other.  The  inference  may  be  made  that  these  factors 
operate  with  a  degree  of  independence  in  relation  to  referral  activity. 
The  further  indication  is  that,  for  extensive  referral  activity  to  take 
place,  it  is  not  necessary  that  all  the  factors  be  present. 

Summary 

The  discussion  of  the  possible  relationships  of  each  of  eleven  fac¬ 
tors  to  high  referral  activity  may  be  summarized  briefly.  Nine  of  these 
factors  may  be  seen  to  be  correlated  with  extensive  referral  activity, 
some  markedly  and  some  slightly.  These  factors  include: 

(1)  Greater  awareness  of  the  prevalence  of  four  sets  of  problems 
affecting  blind  persons,  emotional  maladjustment,  interper¬ 
sonal  difficulties,  economic  problems  and  travel  difficulties . 
Ophthalmologists  who  estimate  wide  prevalence  of  problems 
in  emotional  adjustment,  interpersonal  relationships  and  eco¬ 
nomic  support  are  more  likely  to  engage  in  extensive  referral 
activity  than  diose  whose  estimate  is  smaller.  A  test  of  these 
relationships  indicate  that  they  are  statistically  significant. 
For  travel  difficulties,  though  there  is  a  difference,  it  is  not 
large  enough  to  meet  a  test  of  statistical  significance. 

(2)  Two  factors  related  to  expectations  of  future  adjustment  of 
blind  persons  similar  to  those  held  for  sighted  persons;  spe¬ 
cifically  chances  for  a  fairly  happy  and  useful  life  and  equiva¬ 
lence  of  social  contribution.  While  ophthalmologists  holding 
more  “optimistic”  views  have  a  larger  proportion  engaging 
in  extensive  referral  activity  than  those  holding  more  “pes¬ 
simistic”  views,  the  differences  are  not  large  enough  to  meet 
a  test  of  statistical  significance. 

(3)  Definition  of  the  ophthalmologists  role  as  including  posi¬ 
tive  attention  to  the  future  social  and  psychological  adjust¬ 
ment  of  blind  persons.  Ophthalmologists  who  define  their 
role  in  this  broad  way  are  more  likely  to  engage  in  extensive 
referral  activity  than  those  who  define  their  role  more  nar- 
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rowly.  A  test  of  this  relationship  indicates  that  it  is  statistically 
significant. 

(4)  Opinion  as  to  the  adequacy  of  community  services  for  blind 
persons.  Ophthalmologists  who  express  an  opinion,  of  what¬ 
ever  nature,  as  to  the  adequacy  of  community  services,  are 
more  likely  to  engage  in  extensive  referral  activity  than  those 
who  express  no  opinion.  A  test  of  this  relationship  indicates 
that  it  is  statistically  significant. 

(5)  Hospital  or  agency  consultant  experience.  Ophthalmologists 
whose  experience  is  broader  than  private  practice  are  more 
likely  to  engage  in  extensive  referral  activity  than  those  whose 
experience  is  confined  to  private  practice.  A  test  of  this  rela¬ 
tionship  indicates  that  it  is  statistically  significant. 

The  remaining  two  factors  characterize  both  high  and  low  refer¬ 
ral  groups  to  a  basically  similar  degree,  and  therefore  cannot  be  af¬ 
firmed  from  the  findings  of  this  sample  to  be  related  to  more  exten¬ 
sive  referral  activity.  These  are  statements  of  principles  involved  in 
informing  patients  of  blindness;  one  calling  for  emphasis  on  early 
information  and  the  other  calling  for  avoidance  of  hope  for  recov¬ 
ery  when  an  irreversible  condition  of  blindness  is  established. 

Thus,  of  the  eleven  factors  hypothesized  as  having  a  positive  re¬ 
lationship  to  more  extensive  referral  activity,  six  have  been  demon¬ 
strated  to  be  statistically  significant  and  three  operate  in  the  direc¬ 
tion  of  the  hypothesized  relationship,  but  not  to  such  a  marked  de¬ 
gree  as  to  meet  a  test  of  statistical  significance.  The  remaining  two 
have  not  been  found  to  discriminate  between  those  in  the  low  and 
high  referral  groups. 

Several  possible  explanations  exist  for  the  lack  of  marked  correla¬ 
tions  of  the  last  five  factors  with  extensive  referral  activity  (estimate 
of  wide  prevalence  of  travel  difficulties  among  blind  persons,  esti¬ 
mate  of  better  than  even  chance  for  adjustment  of  blind  persons,  ex¬ 
pectation  of  equivalent  contribution  to  society  of  blind  and  sighted 
persons,  policy  of  early  timing  of  information  to  patients  of  a  con¬ 
dition  of  blindness  and  policy  of  not  leaving  hope  for  recovery  when 
a  medically  established  condition  of  irreversible  blindness  exists). 
One  possibility  is,  of  course,  that  there  are  no  significant  relationships 
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between  these  factors  and  extensive  referral  activity.  However,  there 
is  insufficient  evidence  for  this  negative  conclusion,  even  though  the 
sample  findings  do  not  affirm  the  relationships. 

In  the  first  place,  such  relationships  were  found  to  characterize 
the  practice  of  a  prior  group  of  ophthalmologists  selected  for  their 
special  rehabilitative  experience  and  interest.  Beyond  the  statistical 
relationships,  the  opinions  of  this  selected  group  were  that  such  rela¬ 
tionships  existed.  Finally,  the  way  questionnaire  items  were  formu¬ 
lated  may  not  have  isolated  the  factors  in  question  as  unequivocally 
as  a  longer  direct  interview  with  ophthalmologists  would  have.  An 
appropriate  inference  would  therefore  be  that  further  research  and 
discussion  among  ophthalmologists  is  indicated. 

For  the  six  factors  found  statistically  to  have  probable  association 
with  extensive  referral  activity,  it  may  be  logically  inferred  that  if 
ways  were  found  to  increase  the  strength  of  these  factors  among  oph¬ 
thalmologists,  more  extensive  referral  activity  should  result.  For  the 
other  factors,  the  inference  cannot  be  made  as  clearly  in  the  absence 
of  further  research.  Nevertheless,  the  existence  of  a  professional  con¬ 
sensus  as  to  the  relation  of  these  factors  to  rehabilitative  orientation 
gives  some  ground  for  considering  that  they  should  be  part  of  the 
outlook  and  practice  of  ophthalmologists. 

After  a  next  chapter  summarizing  the  findings  of  this  study  from 
somewhat  different  perspectives,  the  final  chapter  of  this  study  will 
deal  with  specific  recommendations  emerging  from  the  line  of  rea¬ 
soning  presented  above. 
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IV 

AN  OVERVIEW  OF  THE  FINDINGS 


The  Study  Plan  in  Brief 

On  the  assumption  that  ophthalmologists  constitute  a  source  of 
influence  upon  the  future  adjustment  of  patients  who  face  blindness, 
this  study  has  surveyed  the  opinions  and  practices  of  ophthalmolo¬ 
gists  possibly  relevant  to  the  rehabilitation  of  blind  patients. 

The  study  proceeded  in  two  stages :  The  first  was  a  questionnaire 
study  of  a  group  of  ophthalmologists  selected  for  their  known  experi¬ 
ence  and  interest  in  rehabilitative  programs.  Of  twenty-five  doctors 
suggested  by  the  American  Foundation  for  the  Blind  to  whom  the 
questionnaire  was  sent,  eighteen  replied.  Analysis  of  these  replies 
provided  a  professional  consensus  as  to  points  of  view  held  to  be 
sound,  and  practices  to  be  recommended  from  the  point  of  view  of 
rehabilitative  consequences.  Concepts  and  principles  described  by 
this  group  constituted  a  set  of  criteria  against  which  the  responses  of 
a  broader,  more  representative  group  of  ophthalmologists  could  be 
measured. 

The  second  phase  of  the  study  consisted  of  a  similar  questionnaire 
survey  of  a  randomly  selected  sample  of  five  hundred  ophthalmolo¬ 
gists  throughout  the  country,  based  on  the  official  roster  of  the  Ameri¬ 
can  Academy  of  Ophthalmologists  and  Otolaryngologists.  Replies 
were  received  from  190  ophthalmologists,  180  of  these,  or  36  per  cent, 
in  time  for  the  analysis. 

The  data  rest  upon  the  reports  as  given  by  ophthalmologists; 
hence  the  reliability  and  validity  of  the  findings  depend  upon  the 
quality  of  the  responses.  The  efTect  of  the  nonresponse  group  must 
be  considered  in  evaluating  the  findings.  It  may  be  reasonably  in¬ 
ferred  that  the  nonresponse  group  are  less  likely  to  be  interested  in 
problems  of  rehabilitation  than  those  who  do  respond.  Hence,  the 
reported  findings  as  to  the  extent  of  rehabilitative  influence  which 
are  based  on  the  responses  may  be  more  positive  than  the  total  group. 


53 


The  analysis  of  the  responses  had  two  major  aspects.  The  first 
consisted  of  a  description  of  the  distribution  of  replies  to  the  various 
questions,  and  a  comparison  of  these  findings  against  those  found  to 
characterize  the  earlier  group  of  selected  ophthalmologists.  The 
second  aspect  was  concerned  with  an  analysis  of  the  relationships 
of  various  factors  to  the  extent  of  referral  activity.  The  major  findings 
of  each  of  these  two  aspects  of  the  analysis  will  be  presented  and 
discussed  in  turn. 

Rehabilitative  Aspects  of  Ophthalmological  Practice 

In  this  section,  selected  findings  of  the  descriptive  and  evaluative 
phase  of  the  study  will  be  summarized.  Answers  to  two  major  ques¬ 
tions  are  attempted.  What  are  the  reported  attitudes  and  practices  of 
ophthalmologists  which  are  relevant  to  the  rehabilitation  of  blind 
persons  ?  How  do  these  compare  with  those  reported  by  a  group  of 
ophthalmologists  selected  for  their  leadership  experience  in  rehabili¬ 
tation  programs  ? 

1.  Of  basic  importance  is  the  way  the  ophthalmologist  defines  his 
role  in  relation  to  the  patient’s  social  and  emotional  need.  In 
the  broadly  representative  sample,  io  per  cent  define  their  role 
as  restricted  to  the  medical  aspects  of  eye  pathology,  44  per  cent 
extend  this  definition  to  include  responsibility  for  referral  of 
patients  for  rehabilitative  services,  and  46  per  cent  further  ex¬ 
tend  the  definition  of  role  to  include  attention  to  the  future 
social  and  emotional  adjustment  of  blind  patients.  Hence,  it 
may  be  said,  the  overwhelming  majority  of  ophthalmologists 
define  their  roles  as  extending  beyond  concern  with  medical 
aspects  of  eye  pathology.  If  so,  the  questions  are  raised  as  to 
how  ophthalmologists  are  prepared  to  carry  out  these  assumed 
responsibilities  and  how  much  they  are  actually  carried  out. 

In  the  small  selected  group  of  rehabilitation-oriented  oph¬ 
thalmologists  none  of  the  eighteen  selected  the  narrowest  defi¬ 
nition  of  role  as  restricted  to  medical  aspects  of  eye  pathology. 
Thus,  it  may  be  said,  ophthalmological  practice  in  general 
departs  to  some  extent  from  the  broader  concepts  of  role  de¬ 
fined  by  the  selected  group. 

2.  Several  aspects  of  the  way  the  doctor  handles  the  problem  of 
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informing  the  patient  may  now  be  presented.  There  is  striking 
unanimity  of  opinion  that  the  responsibility  for  informing  the 
patient  belongs  with  the  doctor,  though  he  may,  at  his  dis¬ 
cretion,  share  it  with  others.  In  this  respect,  both  the  broadly 
representative  group  and  the  small  selected  group  are  alike. 

An  important  policy  issue  revolves  around  the  question  as 
to  whether  hope  for  recovery  should  always  be  left  with  pa¬ 
tients  even  though  an  established  condition  of  irreversible 
blindness  exists.  The  importance  of  this  question  lies  in  its 
presumed  relation  to  rehabilitative  efforts  by  the  patient  to  ad¬ 
just  to  and  reorganize  his  life  around  a  condition  of  blindness. 
The  selected  group  of  ophthalmologists  were  heavily  of  the 
opinion  that  the  practice  of  leaving  hope  in  this  situation  was 
not  wise  (14  out  of  18)  in  that  rehabilitative  efforts  by  the 
patient  were  impeded.  In  the  larger  representative  group  of 
ophthalmologists,  there  was  considerable  divergence  of  opin¬ 
ion.  Some  63  per  cent  did  not  believe  hope  should  be  left, 
while  31  per  cent  (the  remainder  not  answering)  adhered  to 
the  belief  that  hope  for  recovery  should  always  be  left.  Ob¬ 
viously,  general  ophthalmological  practice  diverges  from  that 
of  the  selected  group  in  that  a  larger  group  believe  in  a  policy 
not  considered  wise.  With  this  divergence,  as  with  others,  the 
need  is  underlined  for  further  professional  discussion,  explora¬ 
tion  and  research  as  to  the  effects  of  these  policies. 

A  related  question  exists  as  to  the  timing  of  information 
to  the  patient  as  to  his  condition  of  blindness.  Put  in  a  simpli¬ 
fied  way,  the  question  is  whether  emphasis  should  be  put  on 
early  information  to  the  patient.  The  alternate  point  of  view 
emphasizes  the  need  to  individualize  the  situation  with  little 
or  no  emphasis  on  early  timing.  Here,  the  majority  of  the  large 
representative  group  of  ophthalmologists  do  not  place  the 
emphasis  on  early  timing.  In  the  smaller  selected  group,  the 
majority  emphasis  is  clearly  on  early  timing,  on  the  basis  that 
this  principle  facilitates  and  speeds  up  rehabilitative  efforts. 
Thus,  another  contrast  exists  calling  for  further  study  and 
discussion. 

3.  Attitudes  of  pessimism  or  optimism  concerning  the  future  ad- 
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justment  of  blind  persons  next  come  under  review.  A  rough 
assessment  of  the  framework  of  attitudes  and  expectations  are 
given  by  responses  to  two  questions.  Broadly,  66  per  cent  of 
the  representative  group  assess  the  chances  for  a  happy  useful 
life  with  some  optimism  (better  than  even  chance)  while  a 
substantial  minority  of  25  per  cent  report  a  pessimistic  outlook 
(even  or  less  than  even  chance  for  happy,  useful  life).  The 
remaining  proportion  do  not  answer  the  question.  A  second 
related  question  asks  the  extent  of  difference  between  what 
might  be  expected  of  a  blind  person  and  what  might  be  ex¬ 
pected  of  a  sighted  person  similar  in  respects  other  than  visual 
status  so  far  as  contribution  to  society  is  concerned.  Some  33 
per  cent  consider  that  there  is  considerable  difference  in  what 
might  be  expected,  while  14  per  cent  report  little  or  no  differ¬ 
ence  in  expectations.  The  largest  group  of  45  per  cent  report 
some  difference  in  expectations. 

Taking  both  questions  in  conjunction,  it  might  be  said  that 
between  a  third  and  a  fourth  of  the  broad  group  of  ophthal¬ 
mologists  have  images  of  blindness  which  are  pessimistic.  The 
proportion  of  ophthalmologists  with  more  optimistic  outlook 
were  only  slightly  higher  in  the  selected  group  of  ophthal¬ 
mologists.  If  it  may  be  conjectured  that  convictions  as  to  the 
possibility  of  successful  adjustment  necessarily  underlie  reha¬ 
bilitative  activity,  then  the  further  exploration  of  attitudes  to 
blindness  and  their  consequences  is  indicated. 

4.  Ophthalmologists  were  asked  to  estimate  the  prevalence  of 
certain  types  of  problems  among  blind  persons.  Economic 
problems  are  clearly  conceived  as  paramount,  followed  by 
problems  in  emotional  adjustment.  Problems  in  travel  adjust¬ 
ment  are  ranked  third;  only  one-third  of  the  respondents  con¬ 
sider  that  half  or  more  blind  persons  have  such  problems. 
Interpersonal  problems  are  considered  to  affect  half  or  more  of 
all  blind  persons  by  only  n  per  cent  of  the  respondents.  Ob¬ 
jective  measures  of  the  actual  prevalence  of  such  problems  do 
not  exist;  hence  it  is  not  possible  to  evaluate  the  accuracy  of 
the  estimates.  The  relative  ranking  of  prevalence  given  to  these 
problems  by  the  broad  group  is  the  same  as  that  given  by  the 
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selected  group.  However,  somewhat  wider  estimates  of  preva¬ 
lence  are  given  by  the  selected  group.  In  general,  there  is  need 
for  further  research  as  to  the  prevalence  of  such  problems  and 
the  level  of  availability  of  services  appropriate  to  such  need. 

5.  Of  key  interest  is  the  extent  to  which  referral  activity  is  carried 
on.  Ophthalmologists  report  that  they  do  not  engage  in  re¬ 
ferral  activity  for  a  majority  of  their  patients  for  any  category 
of  service.  Referral  for  vocational  rehabilitation  is  most  fre¬ 
quently  reported.  Thirty-eight  per  cent  of  all  ophthalmologists 
refer  half  or  more  of  their  patients  for  service.  The  next  most 
frequently  reported  referral  focus  is  for  low  vision  optical  aids. 
The  number  of  ophthalmologists  reporting  no  referral  assumes 
significant  proportions  for  all  other  types  of  service. 

A  referral  score  for  each  ophthalmologist  was  computed 
(See  Appendix  for  procedure).  The  results  indicate  a  cluster¬ 
ing  of  scores,  138  or  78  per  cent  in  the  “low  referral  group,” 
and  40  or  22  per  cent  in  the  “high  referral  group.”  When  com¬ 
pared  with  scores  calculated  in  the  same  way  from  reports  of 
the  selected  group  of  rehabilitation-oriented  ophthalmologists, 
the  proportions  are  nearly  reversed.  Thus  ophthalmologists  in 
general  report  much  less  referral  activity  than  a  group  with 
particular  interest  and  experience  in  rehabilitation.  The  data 
indicate  the  possibility  that  referral  activity  among  ophthal¬ 
mologists  in  general  is  underscaled  relative  to  the  need  which 
exists.  While  there  are  certainly  other  factors  involved  in 
the  rate  of  referrals  than  the  activity  of  ophthalmologists,  at¬ 
tention  may  usefully  be  drawn  to  ways  of  narrowing  the  gap 
between  the  small  percentage  of  ophthalmologists  who  engage 
in  extensive  referral  activity  and  the  large  percentage  which 
do  not.  The  final  chapter  will  pursue  this  point. 

6.  What  are  the  sources  of  knowledge  reported  by  ophthalmolo¬ 
gists  as  to  the  social  and  emotional  problems  of  blind  persons  ? 
The  answer  is  clearly  given  by  the  over  three-fourths  who 
credit  their  own  experience  as  the  major  source.  The  contri¬ 
bution  of  formal  training  is  reported  as  secondary.  This  finding 
suggests  the  increased  contribution  which  might  be  made  by 
this  source.  Experience  is  indispensable,  but  inclusion  of  con- 
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cepts  and  principles  in  professional  training  would  permit  en¬ 
riched  use  of  experience. 

7 .  The  reported  opinions  and  practices  of  ophthalmologists  have 
been  summarized.  At  a  number  of  points  such  opinions  and 
practices  have  been  fairly  widespread.  Thus,  over  three-fourths 
of  all  ophthalmologists  define  the  scope  of  their  responsibility 
for  blind  patients  beyond  sheerly  medical  aspects  and  consider 
that  they  have  the  responsibility  of  informing  patients  of  blind¬ 
ness.  However,  over  three-fourths  do  not  carry  on  extensive 
referral  activity.  So  far  as  other  opinions  and  practices  are 
concerned,  there  is  wider  variation  of  opinion.  Also,  at  a  num¬ 
ber  of  points,  the  opinions  and  practices  diverge  from  those 
which  characterize  a  small  group  of  ophthalmologists  selected 
for  their  leadership  experience  in  rehabilitation  programs. 
These  findings  suggest  the  usefulness  of  considering  ways  to 
increase  the  contribution  of  ophthalmologists  to  the  rehabili¬ 
tation  of  their  blind  patients. 

Factors  Conducive  to  Extensive  Referral  Activity 

A  major  aspect  of  the  ophthalmologist’s  rehabilitative  activity 
consists  of  his  referral  of  patients  for  a  variety  of  rehabilitative  serv¬ 
ices  in  the  community.  It  has  been  useful  to  see  rehabilitative  activity 
as  the  end  point  of  a  process  in  which  a  number  of  prior  elements 
are  possibly  involved. 

Thus,  for  referral  activity  to  eventuate,  it  would  appear  to  be 
logically  necessary  that  a  condition  be  defined  as  one  needing  im¬ 
provement,  and  that  such  conditions  be  perceived  as  widely  prevalent. 
Thus,  it  may  be  hypothesized,  the  ophthalmologists’  estimate  of  wide 
prevalence  of  problems  facing  blind  persons  and  extensive  referral 
activity  would  go  together.  It  may  also  be  hypothesized  that  for 
referral  activity  to  be  extensive,  ophthalmologists  would  have  to  have 
attitudes  toward  blindness  which  are  consonant  with  beliefs  as  to  the 
possibly  successful  outcomes  of  attempts  to  improve  the  social  and 
emotional  adjustment  of  blind  persons.  Thus,  realistic  optimism  and 
extensive  referral  activity  would  be  related. 

Another  necessary  element  would  be  the  way  in  which  the  oph¬ 
thalmologist  defined  his  role,  specifically  the  scope  of  his  professional 
responsibility  for  rehabilitation  of  his  blind  patients.  It  may  be  hy- 
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pothesized  that  ophthalmologists  who  define  their  responsibility  in 
broad  terms  as  including  attention  to  the  future  social  and  emotional 
adjustment  of  their  blind  patients  would  be  more  likely  to  engage 
in  extensive  referral  activity  than  those  who  define  their  role  more 
narrowly. 

For  referral  activity  to  take  place,  it  would  also  appear  to  be 
necessary  that  the  ophthalmologists’  handling  of  blind  patients  be 
conducted  according  to  principles  which  are  likely  to  produce  efforts 
to  accept  and  make  use  of  rehabilitative  services.  Thus,  it  may  be  ad¬ 
vanced,  ophthalmologists  who  inform  patients  of  blindness  fairly 
early,  and  without  leaving  unrealistic  hope  for  physical  recovery,  are 
more  likely  to  engage  in  extensive  referral  activity. 

It  may  also  be  hypothesized  that  ophthalmologists  who  have 
knowledge  of  community  services,  and  skills  in  facilitating  commu¬ 
nication  as  between  patients  and  agencies,  would  be  more  likely  to 
engage  in  extensive  referral  activity.  Finally,  it  may  be  advanced, 
ophthalmologists  whose  practice  is  broader  than  private  practice 
(that  is,  hospital  or  agency  consultant  practice)  will  be  more  likely 
to  engage  in  extensive  referral  activity. 

This  series  of  related  elements  constitutes  a  hypothetical  model 
of  what  is  involved  in  the  ophthalmologists’  rehabilitative  concern 
and  activity.  This  model  is  admittedly  one-sided,  for  it  does  not  take 
account  of  other  factors  which  affect  whether  extensive  referral  ac¬ 
tivity  takes  place.  The  extent  and  quality  of  community  services  and 
the  nature  of  the  attitudes  of  patients,  families,  and  the  community 
in  general  also  affect  referral  activity.  Flowever,  in  this  study  it  is  the 
ophthalmologists’  activity  which  is  singled  out  for  attention. 

It  has  been  possible  to  test  these  presumptive  relationships  em¬ 
pirically  through  analysis  of  the  questionnaire  responses.  The  find¬ 
ings  will  be  presented  in  condensed  form.  The  first  group  of  findings 
listed  include  those  in  which  the  presumed  relationships  are  con¬ 
firmed,  and  found  statistically  significant. 

(i)  Ophthalmologists  who  estimate  that  problems  of  emotional 
adjustment  are  widely  prevalent  among  blind  persons  are 
more  likely  to  engage  in  extensive  referral  activity  than  those 
who  do  not  consider  the  problems  to  be  widely  prevalent. 
The  same  is  true  for  ophthalmologists  who  estimate  a  wide 
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prevalence  of  problems  in  interpersonal  adjustment,  and  for 
those  who  make  the  same  estimate  for  problems  in  economic 
adjustment. 

(2)  Ophthalmologists  who  describe  their  responsibility  as  in¬ 
cluding  attention  to  the  future  social  and  emotional  adjust¬ 
ment  of  blind  patients  are  more  likely  to  engage  in  extensive 
referral  activity  than  those  who  define  their  roles  more 
narrowly. 

(3)  Ophthalmologists  who  have  an  opinion  about  the  adequacy 
of  community  services  (an  index  of  their  acquaintance  with 
these  services)  are  more  likely  to  engage  in  extensive  referral 
activity  than  those  who  do  not  have  an  opinion. 

(4)  Ophthalmologists  whose  practice  is  in  hospitals  or  as  agency 
consultants  are  more  likely  to  engage  in  extensive  referral 
activity  than  those  whose  practice  is  solely  private. 

A  second  group  of  findings  has  also  been  found  to  be  in  the  direc¬ 
tion  of  affirming  the  hypothesis.  However,  the  differences  involved 
are  not  sufficiently  marked  to  reach  a  level  of  statistical  significance. 
These  relationships  could  occur  by  chance  more  than  five  times  in 
a  hundred. 

(1)  Ophthalmologists  who  estimate  a  wide  prevalence  of  travel 
problems  among  blind  persons  are  somewhat  more  likely  to 
engage  in  extensive  referral  activity  than  those  who  do  not 
consider  travel  problems  to  be  widely  prevalent. 

(2)  Ophthalmologists  who  are  more  optimistic  about  the  chances 
of  a  happy  and  useful  life  for  blind  persons  are  somewhat 
more  likely  to  engage  in  extensive  referral  activity.  The  same 
is  true  for  those  who  consider  that  generally  equivalent  con¬ 
tributions  to  society  may  be  expected  from  blind  and  sighted 
persons. 

Two  elements  which  were  presumed  to  differentiate  between 
those  engaging  in  extensive  or  little  extensive  activity  have  not  been 
found  to  do  so.  Specifically,  whether  or  not  it  is  considered  that  hope 
for  recovery  should  always  be  left  for  patients  with  a  medically  es¬ 
tablished  condition  of  permanent  blindness,  has  not  been  found  in 
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this  sample  to  affect  the  rate  of  referral  for  rehabilitative  services. 
Similarly,  whether  or  not  emphasis  is  put  on  early  timing  of  informa¬ 
tion  to  the  patient  as  to  a  condition  of  blindness  has  not  been  found 
to  differentiate  between  those  engaging  in  high  or  low  referral  ac¬ 
tivity. 

With  the  last  two  pairs  of  findings,  in  which  statistically  signifi¬ 
cant  differences  were  not  found,  the  situation  appears  to  point  to 
further  research,  rather  than  a  conclusion  that  relationships  to  re¬ 
ferral  activity  do  not  exist.  A  major  reason  for  this  point  of  view  is 
the  reported  consensus  of  a  selected  group  of  ophthalmologists  with 
leadership  experience  in  rehabilitative  programs.  It  may  be  that  the 
relationships  actually  exist,  but  are  obscured  by  the  way  in  which  the 
items  were  formulated.  The  issues  involved  in  informing  patients  of 
blindness  are  complex,  and  tend  to  be  posed  in  an  oversimplified  way 
in  a  mail  questionnaire  item. 

Thus,  the  items  on  “timing”  and  “hope”  do  not  distinguish  be¬ 
tween  decisiveness  in  informing  patients,  and  abruptness.  Informa¬ 
tion  given  with  all  the  reasons  for  the  diagnosis,  and  with  sensitivity 
to  the  patient’s  personal  and  social  situation,  may  be  equally  effec¬ 
tive  in  influencing  the  patient’s  rehabilitative  efforts  whether  it  is 
given  as  soon  as  the  condition  is  established,  or  whether  it  is  given 
in  careful  stages.  Thus,  the  exact  timing  of  the  information  may  be 
less  important  than  the  clearness  and  sensitivity  with  which  the  in¬ 
formation  is  presented.  However,  it  may  be  doubted  that  a  very  long 
period  of  delay  in  informing  the  patient  would  be  helpful.  Also,  the 
leaving  of  hope  for  physical  recovery,  even  though  it  is  unrealistic, 
may  not  always  impede  rehabilitative  efforts,  if  major  emphasis  is 
put  on  such  efforts,  and  only  minor  emphasis  put  on  the  hope  for 
physical  recovery.  These  questions  require  further  exploration  and 
research  before  statements  of  principles  in  informing  patients  of 
blindness  may  be  empirically  confirmed.  However,  it  will  always  be 
necessary  to  provide  for  necessary  individualization  in  application  of 
these  principles.  The  individual  clinical  judgment  of  ophthalmolo¬ 
gists  is  essential,  though  it  may  take  place  in  the  light  of  broad  canons 
of  practice. 

These  findings  suggest  a  number  of  implications  for  ophthalmo- 
logical  training  and  practice.  The  final  chapter  turns  to  these  im¬ 
plications. 
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V 


IMPLICATIONS  FOR  ACTION 


Introduction 

The  findings  of  this  study  have  pointed  to  the  conclusion  that 
generally  speaking  ophthalmological  practice  has  a  greater  potential 
for  rehabilitative  influence  upon  blind  persons  than  is  currently  be¬ 
ing  exercised.  One  aspect  of  such  influence  is  the  referral  activity  of 
ophthalmologists.  The  questionnaire  responses  give  a  picture  of 
referral  activity  which  appears  to  be  restricted  if  evaluated  in  the 
light  of  the  assumption  that  persons  who  become  blind  are,  with  few 
exceptions,  in  need  of  rehabilitative  services.  A  further  basis  for  the 
conclusion  has  been  the  comparison  of  the  reports  of  the  broadly 
representative  group  of  ophthalmologists  against  rehabilitative  prin¬ 
ciples  agreed  upon  by  a  small  group  of  ophthalmologists  previously 
selected  for  their  special  experience  and  interest  in  rehabilitation. 

The  conclusion  implies  a  further  question :  What  can  be  done  to 
enhance  the  rehabilitative  influence  of  ophthalmologists  upon  the 
social  and  emotional  adjustment  of  their  blind  patients  ?  The  terms 
in  which  this  question  may  be  discussed  are  suggested  by  the  findings 
as  to  factors  associated  with  increased  referral  of  patients  by  ophthal¬ 
mologists  for  rehabilitative  service  in  the  community.  If  these  factors 
contributing  to  rehabilitation  can  be  increased,  it  might  then  be  ex¬ 
pected  that  there  would  be  an  increase  in  rehabilitative  activity. 

It  is  recognized  that  an  increase  in  referral  activity  is  conditional 
not  only  upon  the  orientation  and  practice  of  the  ophthalmologist 
but  also  upon  the  extent  and  quality  of  rehabilitative  services  in  the 
community.  There  is  no  implication  that  the  major  burden  of  re¬ 
habilitation  should  fall  upon  ophthalmologists.  Certainly  the  social 
agencies  and  nonmedical  personnel  who  serve  blind  persons  are  of 
major  importance  in  rehabilitation.  Enhancement  of  the  ophthal¬ 
mological  role  in  rehabilitation  will  not  itself  improve  the  situation 
of  blind  persons  unless  there  are  parallel  improvements  in  the  quan- 
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tity  and  quality  of  community  services.  However,  the  contribution 
which  ophthalmologists  can  make  through  the  significant  relation¬ 
ships  they  have  with  patients  at  the  crucial  period  when  blindness  be¬ 
comes  known,  and  the  influence  they  can  wield  in  the  improvement 
of  community  services,  merit  attention. 

A  broadened  concept  of  the  ophthalmologist  as  healer  is  being 
proposed,  one  in  which  his  knowledge  and  skills  are  applied  not 
only  to  the  physical  aspects  of  eye  disease,  but  to  the  social  and  psy¬ 
chological  health  of  patients  who  become  blind.  In  these  further 
tasks,  the  ophthalmologist  as  the  first  person  who  sees  the  patient 
may  stimulate  him  to  make  effective  use  of  available  services.  More 
dignified,  useful  and  happy  lives  for  blind  persons  may  then  result. 

In  this  final  chapter,  possible  recommendations  suggested  by  the 
findings  of  the  study  will  be  presented.  The  discussion  falls  logically 
into  two  sections;  the  first  concerned  with  the  professional  training 
of  ophthalmologists  and  the  second  with  the  period  of  practice  after 
training. 


Rehabilitative  Orientation  in  Professional  Training 

The  period  of  professional  training  is  one  in  which  basic  knowl¬ 
edge,  skill  and  attitudes  are  imparted.  Consequently,  it  may  be  looked 
to  as  a  source  of  strengthening  of  the  rehabilitative  orientation  of 
ophthalmologists. 

Of  prime  consideration  is  the  definition  of  the  proper  scope  of 
ophthalmological  concern  which  underlies  what  is  taught.  Ob¬ 
viously,  the  diagnosis  and  treatment  of  eye  disease  is  of  basic  im¬ 
portance.  Beyond  this,  however,  it  may  be  conceived  that  the  oph¬ 
thalmologist  has  a  significant  role  in  the  prevention  of  eye  disease. 
Further,  it  may  be  considered  that  he  has  an  important  concern  with 
the  social  and  psychological  adjustment  which  patients  make  to 
visual  impairment  which  cannot  be  remedied.  One  warrant  for  this 
broad  statement  of  the  objectives  of  ophthalmological  training  con¬ 
sists  of  the  beliefs  of  a  majority  of  ophthalmologists  in  the  study  that 
their  role  includes  giving  positive  attention  to  the  future  adjustment 
of  patients  who  become  blind.  If  so,  professional  education  should 
support  this  belief,  and  implement  it  by  preparing  ophthalmologists 
for  it.  It  may  be  recalled  that  the  questionnaire  responses  indicated 
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that  later  experience,  rather  than  formal  training,  provided  knowl¬ 
edge  of  the  social  and  emotional  problems  of  blindness. 

Specific  content  to  be  included  in  the  professional  training  of  oph¬ 
thalmologists  may  be  recommended.  The  recommendations  derive 
from  certain  of  the  findings  of  the  study;  that  increased  awareness 
of  the  social  and  emotional  problems  involved  in  blindness,  attitudes 
which  view  these  problems  as  remediable,  and  knowledge  of  the 
resources  for  rehabilitation,  are  conducive  to  increased  referral  ac¬ 
tivity. 

Thus,  material  dealing  with  public  and  family  attitudes  to  blind 
persons,  social  and  psychological  dependency  among  many  blind 
persons,  might  be  included.  It  is  important  to  couple  this  with  evi¬ 
dence  that  with  help  and  training  a  great  many  blind  persons  lead 
lives  characterized  by  social  contribution  and  personal  satisfaction.  A 
realistic  facing  of  existing  problems,  and  conviction  based  on  demon¬ 
strable  evidence  that  the  problems  are  treatable  provide  professional 
stimulation  for  a  rehabilitative  orientation. 

The  next  ingredients  of  rehabilitative  content  in  professional 
training  flow  from  the  broad  definition  of  the  ophthalmological  role, 
discussed  previously  in  connection  with  the  objectives  of  professional 
training.  To  fulfill  these  responsibilities,  content  is  necessary  de¬ 
scribing  the  management  of  the  relationships  with  patients  who  face 
blindness,  knowledge  of  the  range  of  community  services  for  blind 
persons,  skill  in  helping  blind  persons  make  use  of  such  services,  and 
willingness  to  participate  in  the  improvement  of  community  services. 

The  doctor-patient  relationship  is  admittedly  complex.  Exactly 
prescribed  procedures  as  to  informing  patients  of  blindness  cannot  be 
set  down  when  it  is  considered  that  the  individual  strengths,  needs 
and  social  situation  of  patients  vary,  and  that  the  role  of  the  doctor 
necessarily  should  take  account  of  such  variations.  Further,  the  state 
of  knowledge  making  exact  diagnosis  and  prognosis  possible  is  a 
developing  one.  However,  the  fact  is  that  the  doctor  inevitably  faces 
the  problem  of  informing  the  patient  of  blindness  in  the  most  help¬ 
ful  way. 

The  current  study  indicates  overwhelming  agreement  that  the 
ophthalmologist  has  the  primary  responsibility  for  informing  his 
patient  of  diagnosis  and  prognosis,  though  he  may  allow  others  to 
share  in  this  responsibility.  Beyond  this,  certain  principles  have  been 
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stated,  based  upon  the  points  of  view  of  ophthalmologists  with 
special  experience  and  interest  in  rehabilitation.  It  has  not  been  pos¬ 
sible  to  demonstrate  that  these  principles  are  positively  associated  with 
increased  referral  activity,  though  there  is  no  evidence  to  the  contrary. 
While  further  discussion  and  research  is  indicated,  it  may  be  con¬ 
sidered  appropriate  to  proceed  on  the  basis  of  these  principles  since 
they  have  the  backing  of  at  least  one  group  of  ophthalmologists  with 
special  interest  and  concern  in  rehabilitation. 

(1)  The  information  about  blindness  should  be  given  as  early 
as  possible,  so  that  rehabilitative  efforts  may  be  initiated.  Ex¬ 
ceptions  on  an  individual  basis  are  probably  inevitable,  but 
the  major  emphasis  should  be  on  early  timing  of  information. 

(2)  Hope  for  recovery,  when  the  diagnosis  does  not  justify  such 
hope,  is  not  recommended,  since  it  may  interfere  with  re¬ 
habilitative  efforts.  It  is  acknowledged  that  the  limits  of  medi¬ 
cal  knowledge  need  to  be  considered  in  the  application  of  this 
principle. 

(3)  The  doctor  should  reflect  and  transmit  hope  for  the  possibil¬ 
ity  of  a  reasonably  happy  and  useful  life  for  blind  persons.  His 
influence  as  a  source  of  authority  at  a  time  of  crisis  may  con¬ 
tribute  significantly  to  a  patient’s  future  rehabilitative  efforts. 
His  attitudes,  expressed  or  unexpressed,  are  sensed  and  re¬ 
acted  by  his  patients. 

At  this  point,  the  doctor’s  knowledge  of  the  range  of  community 
services  comes  into  play.  Such  material  should  then  be  introduced 
into  his  professional  training.  Obviously,  the  specific  situation  in  each 
of  the  communities  in  which  the  doctor  is  to  practice  cannot  be  given. 
However,  he  should  know  something  of  the  range  of  possible  serv¬ 
ices,  and  where  he  can  turn  to  for  the  specific  information  in  his 
community.  A  brief  description  of  national  agencies  (e.g.  the  Ameri¬ 
can  Foundation  for  the  Blind,  National  Society  for  the  Prevention  of 
Blindness,  etc.),  casework  and  counseling  services,  vocational  rehabili¬ 
tation  services,  programs  of  financial  assistance,  orientation  and  travel 
training  services,  educational  services,  recreational  services,  low  vision 
optical  aids  services,  and  other  special  services,  should  be  made  avail¬ 
able  as  part  of  the  doctor’s  professional  training.  In  the  clinical  as- 


pect  of  his  training,  the  ophthalmologist  should  be  given  opportunity 
to  collaborate  with  social  workers  in  working  out  plans  for  the  fu¬ 
ture  adjustment  of  his  patient.  The  rationale  for  this  suggestion  seems 
fairly  clear;  namely,  that  knowledge  of  community  services  will  fa¬ 
cilitate  referral.  Comments  made  by  respondents  suggest  the  useful¬ 
ness  of  such  information. 

Equipped  with  this  knowledge,  the  ophthalmologist  is  in  a  posi¬ 
tion  to  acquaint  himself  with  the  resources  in  the  locality  in  which 
he  is  to  practice.  The  state  agencies  for  the  blind,  for  example,  are 
usually  able  to  supply  this  knowledge. 

The  setting  in  which  the  doctor  practices  affects  the  way  he 
handles  the  matter  of  referral  with  his  patients.  If  he  is  in  a  hospital 
or  clinic  setting  with  a  social  service  department,  he  can  bring  a  so¬ 
cial  worker  into  the  tasks  of  working  with  the  patient’s  reaction  to 
blindness,  selecting  appropriate  community  services,  and  assisting  the 
patient  and  the  community  resources  in  getting  together.  However, 
even  though  the  social  worker’s  specialized  knowledge  and  skill  is 
heavily  utilized,  the  interest  of  the  doctor  in  the  planning  will  mean 
much  to  the  patient.  If  the  doctor  is  practicing  privately,  the  patient 
depends  upon  him  for  referral  for  rehabilitative  services.  How  much 
responsibility  can  be  left  to  the  patient  and  his  family,  and  how  much 
the  doctor  needs  to  undertake,  is  a  matter  of  individualized  consid¬ 
eration. 

The  doctor’s  interest  in  whether  and  how  the  patient  is  progress¬ 
ing  in  the  use  of  rehabilitative  resources  is  helpful  to  the  patient  and 
perhaps  to  the  agency  giving  the  services.  This  point  of  view  is  re¬ 
flected  in  some  of  the  comments  made  by  ophthalmologist  respond¬ 
ents. 

Having  outlined  suggested  content  to  be  incorporated  into  the 
education  of  ophthalmologists  in  training,  it  is  appropriate  to  touch 
upon  the  methods  by  which  this  may  be  done.  Each  educational  fa¬ 
cility  will  want  to  work  out  its  own  plan.  However,  the  experience  of 
other  kinds  of  medical  training  may  be  utilized.  Social  workers  and 
others  have  been  utilized  in  a  variety  of  medical  training  programs 
to  give  lectures  covering  the  social  and  psychological  implications  of 
illness  and  the  community  services  which  are  relevant.  Experiences 
on  a  case  basis  in  which  doctor  and  social  worker  jointly  work  out 
plans  and  allocate  responsibility  have  also  been  developed.  Ophthal- 
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mologists  or  nonmedical  personnel  with  experience  in  rehabilitation 
agencies  may  conduct  planned  discussions.  These  suggestions  do  not 
derive  from  the  findings  of  this  study,  since  the  questionnaire  did  not 
deal  with  the  methods  by  which  material  may  be  incorporated  into 
professional  training.  Rather,  the  suggestions  arise  from  the  general 
experience  of  medical  and  other  professional  training  programs. 

The  Ophthalmologist  in  Practice 

Obviously,  most  of  the  material  presented  in  relation  to  profes¬ 
sional  training  is  applicable  to  the  ophthalmologist’s  role  in  practice. 
A  few  additional  points  may  be  discussed,  arising  not  so  much  from 
the  findings  as  from  general  experience  in  interprofessional  collabora¬ 
tion  and  community  activity. 

The  first  concerns  not  so  much  the  responsibility  of  the  ophthal¬ 
mologist,  but  that  of  the  community  agencies  serving  blind  persons. 
These  agencies  may  play  useful  roles  in  acquainting  ophthalmologists 
with  their  services  and  in  providing  follow-up  information  on  the 
progress  of  patients  to  ophthalmologists  who  have  referred  them. 

The  second  concerns  the  part  which  the  ophthalmologist  can  play 
in  joining  with  interested  other  professionals  and  citizens  in  extend¬ 
ing  and  improving  community  services.  Memberships  on  boards  and 
committees  and  participation  in  other  community  education  en¬ 
deavors  will  make  an  important  contribution. 

The  movement  toward  increasing  the  rehabilitative  contribution 
of  ophthalmologists  may  also  be  furthered  by  inclusion  of  pertinent 
material  in  the  local  and  national  meetings  of  ophthalmological  so¬ 
cieties. 

It  would  not  have  been  possible  to  make  the  recommendations  for 
the  professional  training  and  practice  of  ophthalmologists  unless  they 
were  already  part  of  the  outlook  and  practice  of  numbers  of  ophthal¬ 
mologists,  and  unless  they  were  suggested  by  a  selected  group  of  oph¬ 
thalmologists  with  leadership  experience  in  rehabilitative  programs. 
While  certain  canons  of  practice  have  been  assumed  as  sound,  the 
need  exists  for  further  systematic  discussion  and  investigation  of 
agreed  upon  principles  for  rehabilitative  practice.  The  current  study 
represents  one  contribution  to  such  inquiry,  but  the  direct  involve¬ 
ment  of  broad  groups  of  ophthalmologists  would  seem  desirable.  Es¬ 
sentially,  what  is  envisaged  is  the  extension  of  principles  and  values 


found  professionally  sound  until  they  are  characteristic  of  ophthal- 
mological  practice  as  a  whole.  In  this  way,  an  appreciable  contribu¬ 
tion  will  have  been  made  to  the  social  and  psychological  health  of 
patients  who  face  blindness. 
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APPENDIX 


I 

NATIONAL  COMMITTEE  FOR  RESEARCH  IN 
OPHTHALMOLOGY  AND  BLINDNESS 


406-C  SOUTH  BOULEVARD 
EVANSTON,  ILLINOIS 

Office  of  the  Secretary 
Dear 


June  18,  1958 


The  National  Committee  for  Research  in  Ophthalmology  and 
Blindness  is  greatly  interested  in  a  project  dealing  with  the  adjust¬ 
ment  of  blind  persons  being  carried  on  under  the  direction  of  Profes¬ 
sor  Samuel  Finestone  at  the  Research  Center  of  the  New  York  School 
of  Social  Work,  Columbia  University.  One  aspect  of  this  research  is 
concerned  with  the  role  of  ophthalmologists  in  the  future  adjust¬ 
ment  of  patients  who  lose  their  sight.  The  Research  Center  consid¬ 
ers,  as  we  do,  that  the  experiences  and  opinions  of  ophthalmologists 
constitute  extremely  important  sources  of  information.  The  Ameri¬ 
can  Foundation  for  the  Blind,  through  Miss  Kathern  Gruber,  Di¬ 
rector,  Division  of  Research  and  Specialist  Services,  has  also  endorsed 
the  purpose  of  this  research. 

The  Committee  and  the  Foundation,  therefore,  urge  your  partici¬ 
pation  by  completing  the  enclosed  questionnaire,  which  has  been 
constructed  to  take  as  short  a  time  as  possible  for  answer.  Most  of  the 
questions  may  be  answered  by  a  single  check.  There  are  no  “right”  or 
“wrong”  answers,  and  the  names  of  respondents  will  not  be  used  in 
a  summary  of  replies.  A  stamped,  pre-addressed  envelope  is  en¬ 
closed  for  your  convenient  return,  if  possible  within  ten  days. 

I  am  well  aware  that  the  completion  of  the  questionnaire  is  an  in¬ 
vestment  of  your  valuable  time.  I  am  also  keenly  aware  that  your 
response  will  add  much  needed  data  to  the  body  of  information 
presently  available  in  this  area,  so  I  earnestly  solicit  your  cooperation. 

Sincerely  yours, 

FRANK  W.  NEWELL,  M.D.,  Secretary 


II 

Questionnaire  to  Ophthalmologists 

PROJECT  ONE,  RESEARCH  CENTER, 

NEW  YORK  SCHOOL  OF  SOCIAL  WORK, 
COLUMBIA  UNIVERSITY 

1.  To  what  extent  have  you,  or  others  working  with  you  (nurses, 
assistants,  social  workers)  referred  blind  patients  between  20  and 
55  for  the  following  services?  Please  check  each  service  as  to 
whether  “more  than  half,”  “some  but  less  than  half,”  or  “no” 
patients  were  so  referred. 

More  than  Some  but  less  No. 

half  than  half  Patients 

1.  Personal  Counselling 

or  Casework  .  .  . 

2.  Training  in  self-care 

or  orientation  .  .  . 

3.  Vocational 

Rehabilitation  .  .  . 

4.  Library 

Services  .  .  . 

5.  Low  Vision 

Optical  Aids  .  .  . 

6.  Special  Appliances 

(Braille  watch,  etc.)  .  .  . 

7.  Planned  Recreational 

Activity  .  ........  . 

8.  Financial  Assis¬ 
tance  .  .  . 

9.  Other  (specify) 

2.  Which  types  of  community  agencies  have  you  referred  blind  pa¬ 
tients  to,  and  how  extensively  ?  Please  check,  for  each  type  used, 
whether  there  has  been  “extensive”  or  “some”  referral. 
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Extensive 

Referral 


Some 

Referral 


T ypes  of  Agencies 

National  Agency  for  Blind  (AFB  or  NSPB) 

State  Commission  for  Blind 
Private  Agency  for  Blind 
Private  Social  Agency, 

General  (e.g.  Family  Agency) 

Schools  or  Nurseries  for  Blind 
Other  Types  of  Agencies  (please  specify) 

3.  Have  you,  or  others  working  with  you,  ever  referred  a  blind  pa¬ 
tient  between  20  and  55  for  such  travel  services  as : 

Yes  No 

1.  Training  in  Use  of  Cane  .  . 

2.  Training  in  Use  of  Dog  Guide  .  . 

3.  Sighted  Guide  Service  .  . 

If  there  has  been  referral  for  dog  guide  service,  to  which  schools  ? 

4.  Which  statement  would  best  reflect  your  point  of  view  as  to  ap¬ 
propriate  modes  of  travel  for  blind  persons  who  are  physically 
healthy  and  desire  to  travel  ?  Please  check  one. 

.  (1)  Would  have  some  preference  for  cane  travel. 

.  (2)  Would  have  some  preference  for  dog  guide  travel. 

.  (3)  Would  have  same  preference  for  sighted  guide  travel. 

.  (4)  Would  have  no  preference  among  the  three. 

.  (5)  Would  have  no  preference  as  between  dog  guide  and 

cane,  but  would  not  prefer  sighted  guide  travel. 

.  (6)  Other  (specify)  . 

.  (7)  No  opinion. 

5.  What  is  your  opinion  as  to  the  general  adequacy  of  services  for 
blind  persons  in  your  community  ?  Please  check  one  rating. 

Good .  Fair .  Poor .  No  opinion . 

6.  Do  you  find  any  important  services  for  blind  persons  missing,  or 
very  inadequately  provided,  in  your  community  ? 

Yes .  No .  No  opinion . 

If  you  have  checked  “Yes,”  which?  Please  specify. 
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y.  Which  statement  best  represents  your  point  of  view  as  to  the 
appropriate  role  for  ophthalmologists  with  respect  to  the  social 
and  psychological  problems  of  blind  persons?  Please  check  one 
choice. 

.  (i)  The  ophthalmologist  should  restrict  his  role  to  the 

medical  aspects  of  eye  pathology. 

.  (2)  The  ophthalmologist  should  treat  the  medical  as¬ 
pects  of  eye  pathology  and  refer  other  problems  to 
other  agencies. 

.  (3)  The  ophthalmologist  should  treat  the  medical  as¬ 
pects  of  eye  pathology,  refer  problems  to  other  agen¬ 
cies,  and  give  positive  attention  to  the  future  social 
and  psychological  adjustment  of  his  patients. 

8.  From  your  own  observations  and  experience  with  blind  patients, 
how  prevalent  are  the  following  problems?  Please  check,  after 
each  problem  listed,  whether  you  consider  that  “half  or  more”  of 
such  patients  have  the  particular  problem,  “some  but  less  than 
half,”  or  “very  few  if  any.” 


Half  or 
more 

1.  Problem  in  Emotional 

Adjustment  . 

2.  Problem  in  Getting 

Along  with  others  . 

3.  Economic  Problems . 

a.  Travel  Problems  . 

1 

9.  To  what  extent  is  your  knowledge  of  the  social  and  emotional 
problems  of  blind  patients  gained  from  the  following  sources? 
Please  check  for  each  source  whether  you  have  gained  “much,” 
some,  little  or  none. 

Much  Some  Little  None 

1.  Formal  Professional 
Training  in 

Ophthalmology  . 


Some  but 

less  than  Very  jew  No 

half  if  any  opinion 
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2.  Medical  and 

Ophthalmolog-  . 

ical  Literature  . 

3.  Psychiatric  or  Social 

Work  Literature  . 

4.  Your  own  Direct  Ex¬ 
perience  . 

5.  Experience  in  Work¬ 
ing  with  Others 
(nurses,  social 

workers,  etc.)  . 

10.  What  would  you  consider  a  satisfactory  adjustment  for  a  totally 
blind  person,  20  to  55?  If  you  consider  such  elements  as  work 
situation,  travel  adjustment,  attitude  to  self,  attitude  to  other  per¬ 
sons  or  other  elements  important,  please  comment  briefly. 

11.  On  the  basis  of  your  experience,  how  would  you  rate  the  general 
chance  for  persons  with  an  irreversible  condition  of  total  blind¬ 
ness  but  without  other  personality  or  physical  handicap  to  lead 
fairly  happy,  useful  lives  ? 

Little  or  none  .  Somewhat  better 

Slight  chance  .  than  even  . 

Even  chance  .  Very  good  chance  . 

12.  As  far  as  contributing  to  society  is  concerned,  is  there  a  difference 
between  what  might  be  expected  of  a  blind  person  and  what 
might  be  expected  of  a  sighted  person  similar  in  other  respects  to 
the  blind  person  ?  Please  check  one  of  the  following  choices : 

Considerable  difference  in  what  might  be  expected  . 

Some  difference  in  what  might  be  expected  . 

Little  difference  in  what  might  be  expected  . 

No  difference  in  what  might  be  expected  . 

13.  Which  statement  best  represents  your  general  point  of  view  con¬ 
cerning  the  timing  of  information  to  the  patient  as  to  a  medically 
established  condition  of  blindness?  Please  check  one  choice. 

.  (1)  Timing  of  information  should  depend  upon  the  pa¬ 
tient  and  the  situation. 


73 


.  (2)  Information  should  be  given  fairly  early  but  not  until 

the  patient  is  ready  to  accept  it. 

.  (3)  Information  should  be  given  as  soon  as  it  is  medically 

certain,  with  exceptions  in  some  cases. 

.  (4)  Information  should  be  given  as  soon  as  it  is  medically 

certain. 

14.  Do  you  believe  that  some  hope  for  improvement  should  always 
be  left  for  patients  whose  condition  is  that  of  irreversible  blind¬ 
ness  ? 


Yes  .  No  . 

15.  Which  of  the  following  statements  do  you  believe  represents  the 
most  appropriate  way  to  arrange  informing  a  patient  of  a  condi¬ 
tion  of  blindness  ?  Please  check  one  choice. 

r 

.  (1)  The  ophthalmologist  directs  the  family  to  inform  the 

patient. 

.  (2)  The  ophthalmologist  directs  a  nurse,  social  worker 

or  assistant  to  inform  the  patient. 

.  (3)  The  ophthalmologist  informs  the  patient. 

.  (4)  The  ophthalmologist  and  others,  at  his  direction,  in¬ 
form  the  patient. 

1 6.  In  which  of  the  following  ophthalmological  activities  are  you 
currently  engaged  ?  Please  check  ALL  applicable. 

Private  Practice 

.  Hospital  or  Clinic  Practice 

.  Chief  or  Assistant  Chief  of  Hospital  or 

Clinic  Practice 

.  Consultant  to  Social  Rehabilitative 

Agency  for  Work  with  Blind 

17.  Do  you  care  to  make  any  additional  comments  on  the  role  of 
ophthalmologists  with  blind  persons? 
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Ill 

Scoring  System  for  Referral  Activity 

In  arriving  at  a  total  referral  activity  score  for  each  respondent,  a 
weight  of  two  was  given  for  each  type  of  service  in  which  referrals 
were  made  for  more  than  half  the  patients,  or  weight  of  one  for  less 
than  half,  and  zero  weight  for  no  patient  referred.  The  weighted 
scores  were  then  summed.  The  results  of  this  procedure  are  given  be¬ 
low: 


Number  of  Ophthalmologists 


39 

54  h  !38  (78%) 


45: 

24 


1 1 

5 

2 


'  40  (22%) 


180 


Weighted  Referral  Activity  Score 


0-2 

3-5  ' 

6-8, 
9-1 1 


Low 

Scores 


12-14 V 


High 

Scores 


15-16 
No  Answer 


Total 


As  the  table  indicates,  a  logical  dividing  point  occurs  between 
scores  of  8  and  9.  High  frequencies  are  found  in  the  score  intervals 
up  to  8,  but  a  sharp  drop  occurs  after  this  point.  This  cutting  point  is 
the  same  one  selected  in  the  analysis  of  the  responses  of  a  prior  group 
of  ophthalmologists  with  leadership  experience  in  rehabilitation  pro¬ 
grams. 
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